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ANY THEME REFERRING to psychosomatic prob- 
lems will arouse different expectancies in dif- 
ferent people. Some will anticipate more or less 
precise information on the causation of peptic 
ulcer, asthma, mucous colitis and the like: others 
will look for a penetrating analysis of psycho- 
logical complexities which issue in a bodily com- 
plaint. Some will expect expert physiology and 
common sense humarity: others will hope for 
fluent psychodynamics and simplified organ 
function. In short the area of interest is being 
surveyed, in some cases explored, and occasion- 
ally insecurely annexed by medical groups of 
differing language, differing ideational frame- 
works, but all concerned in healing disability 
through knowledge and experience. 

Man seeking to understand himself may be 
likened to man seeking to understand his world. 
In 1474 Toscanelli, the geographer, inferred that 
the world was round and urged a westward way 
to attain the east. In his thinking there was no 
notion of a western hemisphere. Mercator by 
1569 had no doubt of a new world. He would 
have argued stoutly with the best of reasons for 
the rightness of his dispositions, but nonetheless 
to his posterity, namely ourselves, they are 
grossly distorted. In short, discovery is slow, 
arduous and through error. 

In terms of the historical geographic analogy 
the New World of our theme is that of the 
Psychological, the Old that of the Physical. The 
former is more aboriginal with a strange and less 
precise language, the latter is more technically 
equipped, more.ordered as to manifest law, more 
disciplined as to expression. But trafficking be- 
tween the two is increasing at a tremendous rate 
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and although communication is still polyglot it 
is clear that a mutual absorption of ideas, 
hitherto regarded as alien, is allowing collabora- 
tive enterprise. To look at and appraise such 
intercommunion as constitutes progress will be 
the present concern of this paper. 

To begin, a chart of still greater crudity than 
the maps of the early cartographers is intro- 
duced. It is a personal effort at depicting those 
known interrelationships which make up a unit 
human being, engaged in the business of living, 
and perhaps becoming disabled in the process. 
It assumes the phenomena of conception and the 
immediate establishment of endowment reserves 
—reserves that are certainly not unlimited but 
which are usually sufficient for some activity in 
the life scene. The endowment unit, the gene, 
may be of small individual effect but by addi- 
tion where circumstances favour coherence, the 
general pattern of mobilized assets and ac- 
cumulated deficits appears. 

The pattern of the developing individual is 
first decided by molecular structure, thence by 
cell structure, thence by organ structure so that 
a state of organ relationships comes into being 
with the opportunities of organ response as an 
aspect of reactivity. The pattern of organ re- 
sponse is more or less unified under endocrine 
control; the endocrines in their turn are subject 
to a primitive nervous system which responds 
to the world around by feeling tone deemed 
more or less pleasurable or more or less painful. 
The feeling tone itself is continuously related to 
an incorporated personal life experience fixed in 
the highest nervous system as a consequence of 
sensory experience. The windows of the senses 
are of differentiated importance in the develop- 
ment scheme so that taste and smell, pain and 
touch, ultimately fall behind vision and hearing 
in the subtleties of social existence. The whole 
system at this stage of complexity takes on an 
individual circumscription with a more or less 
established ego boundary. Continuously, how- 
ever, there is confrontation with other such units 
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in varying stages of development as with chil- 
dren, or declination as with the aged so that a 
society of changing composition. embracing 
dynamic unit relationships emerges as a kind of 
whole. 

This crude kind of chart allows a number of 
pertinent comments. 

1, Although the chart has been built up in 
various layers, in terms of responsiveness there 
are no impregnable barriers between the layers. 
Events in society can produce penetrative effects 
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of very differing quality and increasing quantity; 
this is no doubt a part explanation of the differ- 
ing conceptual schemes of approach and the 
differing technological aids developed in the 
approach. 

4, In at least two areas unknowns of the 
greatest magnitude appear without which the 
whole is meaningless — namely memory and 
feeling functions. 

The binding of memory and feeling functions 
in a physically elaborated system is a crucial 
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right through to the gene: vice versa, events any- 
where in the individual system achieve emer- 
gence in society. The whole is in a state of re- 


verberation, either resonant or dissonant, to any 


change anywhere. 

2. The events as they happen are described 
phenomenologically very differently in the 
various parts. The different descriptions arise 
from different conceptual analyses and differing 
points of orientation. 

3. The expanding system of organization at 
each stage of its expansion introduces variables 


Fig. 1 


issue for psychosomatic theory. If the fact is not 
accepted, or if the fact is accepted only as a 
commonsense human insight, or accepted more 
specifically but with resistance to its implica- 
tions, then those interactions between man and 
his world which have their issue in disablement 
cannot be a proper object of medical study. 
Today, the general position is beyond dispute. 
As to memory, Penfield’® and his colleagues 
using particularly electroneurophysiological and 
neurosurgical techniques have begun to tap the 
secrets of the temporal lobe, with the revival of 
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past personal memories. Three points may be 
noted in passing: (1) the modern experimental 
objective findings do not conflict with but con- 
firm “the type of introspective analysis that psy- 
chologists have long utilized to explain memory’; 
(2) the experiences, recalled in memory, have 
literally been incorporated, through sense per- 
ception, at particular times in the longitudinal 
axis of life development and (8) the recall has 
emotional connotations. 

As to feeling, the earlier work on “fight or 
flight” physiology and sham rage has been linked 
with hypothalamic functioning. But more, there 
has been a back tracking of neurological and 
neuroanatomical thinking on the rhinencephalon. 
Papez,'* Maclean,’® Cobb® and Le Gros Clark'® 
are notable exponents of a structural and func- 
tional reorientation which divorces most of 
man’s primitive brain from the simpler processes 
of smell and remarries it to a wider percipience, 
consciousness, and visceral activity with full 
possibilities of integration in cortical functioning. 
Further, Adrian,’ for example, has engaged him- 
self in exploring the mechanism of sensory 
incorporation. 

Here then memory and feeling are emerging in 
the epistemological scheme of things as com- 
plicated functions served by structures which 
allow the reverberations of life experience, past 
and present, throughout the whole body. These 
happenings are the object of man’s own intro- 
spection and he gives testimony to them in terms 
such as Pain or Pleasure: he may do something 
about them by avoidance, or mastery, or wel- 
coming. But whatever he feels or whatever he 
does is determined by his personal involvement 
in his life scene. 

Involvement has a beginning and a burgeon- 
ing. We can only reflect that at birth the child 
manifestly responds by feeling, although nothing 
of intellectual capacity has been mobilized. What 
contribution intrauterine circumstances have 
made towards a pattern of feeling can only be 
guessed. But there is some reason to suppose 
that distress, for example in terms of intra- 
uterine anoxia, is already playing its part in 
moulding the constitutional pattern. After birth, 
however, the mother-child separateness, with 
connotations of space and time gaps in contact, 
importantly proscribes the developing pattern of 
reactivity. The particular brand of mother-child 
relationship is, of course, only one stimulus which 
pounds into a slowly and variously developing 
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ego system. Little enough is known of the vary- 
ing rates of structural, physiological and meta- 
bolic maturation, much less how these rates are 
modified by differing patterns of environmental 
stimuli. It seems clear however that feeling re- 
lationships are being laid down in the preverbal 
era of infancy not only on the basis of instinctual 
sets and conditioning but also’ on wordless 
imagery. In the years. of speech maturation, a 
spurt and facilitation are accorded those feeling 
relationships around the mother and father as 
primary identification figures but with the modi- 
fying influences of kindred contacts. The mother 
is already beginning to be known, in the sense 
of fully experienced, as warm hearted or cold, 
as protective or permissive or hostilely intolerant: 
the father, perhaps more aloofly, assumes similar 
meaning: the siblings emerge in varying “for or 
against” patterns. In the interpersonal family 
scene, boy or girlness become vaguely and then 
more surely complicated in terms of notions 
about the self and about others. 

In short, physical and emotional-intellectual 
maturation are proceeding in interplay over the 
dimension of time. All elements in the total 
maturation process have a variable fostering and 
responsiveness to the vagaries of the environ- 
ment which always have some stressful forces 
included in them. Always there is a flux of ad- 
justment until the individual force for maturation 
has been realized. At that time the adjustment 
mechanisms themselves, although many, are 
more or less numbered and represent the assets 
and deficits of the individual in material and per- 
sonal living. As Grinker™ puts it “Any hypothesis 
concerned with psychosomatic functions or path- 
ology should deal with the intermediate stage of 
development between the undifferentiated whole 
functional pattern and the integrated matured 
process. It is this period that determines the 
formation of a healthy, sick, or potentially sick 
organism.” 

Increased knowledge of the processes of 
human development will certainly throw more 
light on the ways in which “hurt feeling” comes 
into being and the consequences. Painful affect 
might be thought of as an integrative continuum 
extending from pain (of direct noxious contact 
origin), through fear (reaction of immediate 
danger) to anxiety of apprehension, anxiety of 
conflict, and finally moral fear or guilt. With 
pain, say of a pleurisy, it is easy to demonstrate 
inhibitory and excitatory mechanisms and some- 
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times a shift of local signature from the site of 
the lesion. With the other affect disturbances, at 
“higher” levels of integration the same conse- 
quences are apparent. With anxiety the com- 
plicated forces represent repression: a shift of 
the focus of anxiety may represent symbolic dis- 
placement. Repression and. symbolic displace- 
ment when operative through the voluntary 
neuromuscular system bring about the hysterical 
conversion symptom. 

Concerning the specificity of the psychoso- 
matic symptom a similar process was postulated 
that the disturbed visceral organ expressed 
symbolically repressed psychological content. 
The reports were oftentimes far-fetched and not 
acceptable generally. Consequently another 
school of theory arose which supposed that the 
psychological happenings affected those organs 
which had a constitutional vulnerability: thus 
different specific psychological disturbances 
might have the same chance visceral outcome. 
Recently Alexander? has taken a third position 
midway between these two earlier approaches. 
He sees the body physiologically adapted as an 
integral part of a specific emotional response. 
Fear and anger and relaxed ease are states of 
reactivity with their physiological concomitants. 
Sometimes there is a local vulnerability of an 
organ involved in the psychophysiological con- 
stellation of reactive functioning, sometimes a 
symbolic element is attached to a particular 
organ but in the main the whole response is 
adaptive to the situation in which the organism 
finds itself. But for Alexander the adaptation 
may include regressive elements—a vegetative 
retreat at a time of stress to an earlier, more com- 
fortable existence. In line with this notion Szasz? 
has reported localized parasympathetic activities 
similar to those of early childhood in situations 
ordinarily referred to as autonomic imbalance. 

The application of this body of theory to the 
field problems reveals many gaps: it is best re- 
lated to alimentary dysfunctions, migraine, 
hypertension, and perhaps arthritis and asthma. 
Its importance rests in the attempted correlation 
of developmental psychology and_ physiology 
into a single whole and the field observations 
which it is continuously stimulating. 

The need for closer study of human develop- 
ment is apparent in the psychosomatic aspects 
of childhood. The psychosomatic disorders of the 
young are more directly manipulated for gainful 
purpose. Functions of ingestion and elimination, 
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for example, are frequently used at near con- 
scious level as a means of controlling or modify- 
ing parental relationships. There may be drastic 
consequences reflected back on the child by the 
changed attitude, particularly of the mother, so 
that, for example, dependency needs are exag- 
gerated or prolonged with the possible laying 
down of adult neurotic patterns. Sontag?? has 
classified childhood psychosomatic problems as 
aggressive or passive according to whether their 
basic purpose is hostility or an attempt to secure 
more love. It would be useful work to follow 
these two categories through into adult life 
beyond the phase of “growing out” of the symp- 
tomatic disturbance. 


Studies along this line have been carried out 
in the restricted area of stuttered speech by 
Douglass and Quarrington.’ They have shown a 
remarkable distinction among stutterers of in- 
teriorization and exteriorization. The former are 
anxious, dependent individuals in their psycho- 
social relationships in sharp contrast to the ag- 
gressive social behaviour of the latter. 

Slow pedestrian progress is to be expected in 
the long term investigation of maturation pro- 
cesses. However, their importance is beyond 
doubt when consideration is given to the social 
aspects of psychosomatic disorders. Mead?’ has 
given a repeated emphasis to the developmental 
aspects of cultural incorporation, that culture is 
not outside but within each of us. These anthro- 
pological concepts offer an explanation of the 
differing psychosomatic symptoms and mechan- 
isms in different racial, national, vocational, re- 
ligious and possibly other groups. They help us 
to remember also that the dimension of time is 
operative—two members of the same family, one 
older and one younger, may have very different 
systems of values, attitudes, expectancies and 
the like. 

Halliday’? has pointed up the time theme by 
reporting the shift in morbidity rates between 
1900 and 1930 in perforating peptic ulcer, hyper- 
tension and other psychosomatic disorders. The 
shifts include change of sex incidence and age 
vulnerability. Similarly in this social field of in- 
vestigation Ryle?® has noted the differential 
spread of functional illness across different social 
classes. 

Most practising physicians, probably intui- 
tively by establishing rapport.with their patients, 
make rough judgments on social and personality 
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factors. But progress is being made in the con- 
struction of more precise instruments of person- 
ality appraisal, e.g., Lovett Doust’s't work on the 
assessment of emotional immaturity. Application 
of these instruments, along with other tech- 
niques, is shifting the notion put forward by 
Dunbar® that each psychosomatic disease is 
associated with a specific personality structure. 


Alongside studies of developmental, social and 
personality kind, experiments on bodily reactions 
to specific personal stresses aroused in interview 
situations continue to be actively promulgated. 
These experiments have the disadvantages of 
elaborate technical organization and single choice 
of bodily focus. Nonetheless, rich results accrue 
as shown by the classical works of Wolff, Wolf 
and their associates? in such fields as gastric 
function, glaucoma, hypertension and others. In 
Canada, illustrative examples of the experimental 
approach might be those of Davis and Malmo® 
and Lovett Doust.*® 

All experiments of these kinds link inextricably 
life situations, emotional reactions, and physio- 
logical involvement. 

The physiological involvement so well demon- 
strated at the organ level of functioning is more 
difficult to appraise where endocrine interaction 
is concerned. Selye’s** work on the general adap- 
tation syndrome has given a tremendous impetus 
to the study of what are probably general bio- 
logical defence mechanisms. How those efferent 
discharges, associated with emotional reaction to 
a life scene, funneled through the hypothalamus 
are implicated in a general adaptation remains to 
be shown: what other pathways may exist more 
specifically for the complications of human adap- 
tation is an unknown. 

At the endocrine level of integration, however, 
it becomes clear that the notion of a psycho- 
somatic process as a one-way travel from psyche 
to soma is untenable although useful in our 
present state of knowledge. Not only are excur- 
sions from soma to psyche evident but a mesh 
of change and exchange relationships is exposed. 
This is well illustrated by long term researches 
in periodic catatonia*'° where changes in 
mental state, vegetative function, thyroid activity, 
steroid metabolism, protein anabolism and cata- 
bolism, capillary physiology, electroencephalo- 
graphic recordings, acneiform eruptions and 


gastric unease are all inextricably involved in 
orderly fashion. The teasing out of such rela- 
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tionships as these is the future task of psycho- 
somatic medicine. 

Lastly it must be noted that while almost all 
workers are alive to the genetic and constitu- 
tional factors inherent in the problems of psycho- 
somatic disability little work, if any, is being 
done with twin studies. Published cases are rife 
with examples of “pseudo-heredity’—the invalid 
culture of upbringing—but reported examples of 
monozygotic twins concordant in respect to a 
psychosomatic illness are rare.® 2°. 24 A deficiency 
in reporting of this sort, since dramatic instances 
of concordance would be noted, makes one sus- 
pect the weighting of environmental and personal 
pressures. If that inference is just, then a rich 
material, with controls provided by nature, 
awaits the researcher into the physiodynamics 
and psychodynamics of psychosomatic integra- 
tion. 
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RESUME 


Les problémes psychosomatiques évoquent des diver- 
gences d’intérét suivant les différents milieux ot ils sont 
mentionnés. L’exploration des régions psychologiques 
nouvellement découvertes par rapport au domaine 
physique connu depuis plus re rappelle les 
expéditions des découvreurs d'Europe vers le 
Nouveau Monde. L’unité de dotat tation, le géne, ne re- 
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présente pas grand’chose par lui-méme, mais, par l’effet 
cumulatif de certaines circonstances, il contribue au bilan 
de l’actif et du passif de la personnalité. Le développe- 
ment d’un individu est d’abord régi par une structure 
moléculaire, plus tard par une structure cellulaire, et 
enfin, par une structure organique. Le motif de la 
réaction organique est plus ou moins réuni sous le 
contréle endocrinien qui est lui-méme assujetti a un 
systeme nerveux primitif réagissant au monde extérieur 
par des états considérés comme plus ou moins agréables 
ou douloureux. Le rattachement des fonctions de la 
mémoire et de la sensation dans un systéme d’élabora- 
tion physique est un point d’importance capitale pour 
la théorie psychosomatique. Les données expérimentales 
contemporaines sur l'étude de la mémoire, loin de 
contredire le genre d’analyse introspective que les psy- 
chologues ont utilisé depuis longtemps pour expliquer 
cette mémoire, au contraire le confirment. Les expéri- 
ences rappelées par la mémoire ont été littéralement in- 
corporées par la perception des sens 4 des époques bien 
déterminées de l’axe longitudinal du développement de 
la vie. Ces rappels ont des connotations émotives, Cer- 
tains auteurs sont portés 4 ne plus considérer le cerveau 
primitif de homme comme étant orienté simplement 
vers le sens de l’odorat, mais plut6t vers une connaissance 
diffuse et vers une activité viscérale dont l’intégration 
possible se ferait dans la fonction corticale. On peut se 
demander ce que peuvent contribuer certains événements 
de la vie intra-utérine 4 la constitution. Aprés la nais- 
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sance, le genre de relations entre la mére et l'enfant 
n’est qu’un des stimulus qui forgent lentement et diverse- 
ment le systeme d’égo. A lépoque de la maturité, les 
mécanismes régulateurs, bien que nombreux, n’en sont 
pas moins comptés et représentent cet actif et ce passif 
de l’individu en vie matérielle et personnelle. Les dispo- 
sitions douloureuses peuvent étre considérées comme une 
gamme s’étendant de la douleur, par la peur et l’angoisse, 
jusqu’a la culpabilité morale. D’aprés Alexander, l’adap- 
tation physiologique du corps est partie intégrale de 
réaction émotive spécifique. Cette adaptation peut inclure 
des éléments régressifs. Les troubles psychosomatiques 
de l’enfance sont plus directement orientés vers un gain 
quelconque que ceux des adultes. Sontag y voit des 
manifestations d’agressivité ou de passivité selon que le 
but est de montrer de lhostilité ou d’obtenir plus d’af- 
fection. Il serait intéressant de suivre ces tendances 
jusque dans lage adulte, bien que les progrés dans ce 
champ de connaissance soient évidemment trés lents. 
Des moyens plus objectifs que la simple évaluation per- 
sonnelle sont maintenant 4 la disposition du médecin 
pour établir le degré de maturation de la personnalité. 
Lorsque la réaction physiologique au choc émotif, au 
lieu de se limiter 4 un seul organe, met en jeu le 
systéme endocrinien, |’évaluation de la situation devient 
encore plus difficile. L’étude des jumeaux monozygotes 
pourrait jeter plus de lumiére sur la part de l’hérédité 
dans le développement des troubles psychosomatiques. 
M.R.D. 





THE EFFECTIVE USE OF 
MEDICAL MANPOWER IN 
AN EMERGENCY* 


AIR MARSHAL SIR PHILIP C. 
LIVINGSTON, K.B.E., C.B., A.F.C., 
F.R.C.S.,t Duncan, B.C. 


“To you I would give this message of hope—if 
we show in all our dealings the same integrity 
of purpose and the same resolution in fulfilling 
it as was shown by them in the War, then 
surely we shall be able to extract from the dark 
and desperate difficulties which still beset us 
a victory no less glorious than that which we 
commemorate here today.” 

Her Majesty the Queen, 
At the Unveiling of the R.A.F. Memorial, 
Valetta, Malta. May 3, 1954. 


THE TITLE FOR THIS ADDREsS first suggested by 
the Central Programme Committee was “The 
Relationship of the Doctor to Mobilization in 
Time of War.” If, however, we concentrate our 
attention and energy upon the incident of war, 
we are living and thinking far below the urgency 
of the problem. It would be fatal to leave any 
defect in the plan for mobilization until the im- 
minence of war exposed the immensity of our 


*An address to the Armed Forces Medical Section at the 
87th Annual Meeting of the Canadian Medical Association, 
Vancouver, B.C., June 18, 1954. : 

fLate Medical Director General, Royal Air Force. 





task. It is of high importance to keep in view the 
fact that since the cessation of hostilities in 
Hitler's War, the state of emergency then intro- 
duced has never been rescinded. Emergency is 
still with us, emergency of a character so serious 
that never before in the history of Canada has 
it been more needful to understand our position 
and grasp the issues with which we are con- 
fronted. We have lived with emergency for so 
long that the sharp edges of its structures do not 
perhaps awake our apprehension as formerly. 
Furthermore, the appreciation of war by direct 
contact does not constitute part of the national 
experience. The crushing impact of hostilities 
carries no visible signs in this great Continent. 
Therein lies both fortune and misfortune. The 
memory of war persists within the minds of those 
Canadians who faced its impact in other lands, 
greatly contributing thereby to the eventual 
issue. It remains also within the hearts of those, 
the next of kin, who had the harder task, hoping 
and waiting. The sounds and the sights still keep 
beyond our frontiers. It will never happen that 
way again. It is for these reasons that the title of 
this address has, with agreement, been changed. 

History has a value. It is sometimes unfortu- 
nate that its implications are disregarded in the 
ever green belief that the past decays. Lessons 
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from history tend often to demonstrate how diff- . 


cult it is to arrive at a point where everything 
moves towards the agreed objective with pre- 
cision, and with the full effective weight of avail- 
able man power. The conquest of Everest—a fine 
example of organized endeavour—could not have 
been achieved but for the lessons gained from 
previous assaults upon its towering mass. It is 
right, therefore, that a brief examination should 
be made of the steps that led eventually to the 
efficient use of medical manpower in the Armed 
Forces of the United Kingdom. The following 
notes were extracted from “The Medical History 
of the Second World War, Emergency Medical 
Services”, Volume I, kindly made available to 
me by Sir Ernest Rock Carling, F.R.C.P., 
F.R.C.S., F.F.R., Consulting Surgeon and Vice- 
president of the Westminster Hospital, and 
Adviser to the Home Office. 


“In 1925 the Ministry of Health asked the British 
Medical Association to cooperate in forming a Central 
Medical War Committee and to establish Local Medical 
War Committees with the object of creating official con- 
tact with the Government and ascertaining the best 
manner in which to recruit doctors without injury to the 
civil population or the careers of the doctors. 

“In 1937 the Central Emergency Committee expanded 
to include the Ministry of Health, the Ministry of Pen- 
sions, the Air Raid Precautions Department of the Home 
Office, and the Medical Department of the three De- 
fence Services. Through the work of this Committee, the 
intentions of 75% of the profession were known by the 
end of April, 1938, and the Ministry of Health and the 
Committee of Imperial Defence were briefed on the 
situation. A central card register was prepared. Soon 
after, only 3,000 of the 44,500 doctors so covered failed 
to express their intentions of service. 

“In. 1989 the Committee expanded again to include 
representatives from the Medical Research Council, the 
Board of Education, and the Board of Control. When 
War came, 98% of the Medical Practitioners in Great 
Britain were covered in detail by the National Registry. 

“In February, 1940, the voluntary system, (as such 
systems eventually do), came under criticism by all the 
Local Medical War Committees and conscription was 
introduced for all male practitioners under 41 years of 
age. 

“By stages, compulsory direction followed, as also 
did the grading of specialists by a sub-committee ap- 
pointed for that purpose. Finally, the age limit was ad- 
vanced to 46 by Royal Proclamation. Specialists could 
no longer be reserved in their specialty. By the end of 
1942, 15,000 doctors were on duty with the Forces.” 

Sir Ernest goes on to say that “The Committee is 
still functioning under the Chairmanship of Lord Haden 
Guest. The Joint Committee of the Colleges consider all 
doctors should be enrolled. Up to the age of 40 they 
should go into the Services; between 40 and 55 a real 
emergency would affect them all, but at over 55 years 
of age, they should, if possible, continue in practice and 
under obligation to carry out the “extra practice” duties 
vacated by those mobilised by assisting factory doctors, 
mine doctors, and doctors attendant on Air Force 
personnel at dispersed air strips.” 


In addition to this broad field of activity, it 
must be remembered that under the system of 
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National Service, so vital to defence in the United 
Kingdom and, indeed, worthy of grave consider- 
ation in Canada, a considerable proportion of 
doctors have recent experience of medical pro- 
cedure in the Armed Forces, which, under con- 
ditions of modern warfare, is to be commended 
in the best interests of efficiency and of morale. 


In what manner does this brief review of 
medical administration in relation to National 
Emergency affect the situation now presenting 
itself? It is considered that six points of interest 
arise: 


1. The scaffolding upon which so much eventually 
depended was erected in the United Kingdom in 1925. 
But the full structure was not completed until 1940. 

2. The general practitioner/specialist relationship, 
which would seem to present a clear-cut solution, became 
disrupted by the exigencies of war. 

3. The breadth of the Committees widened to ‘em- 
brace departments of Government and centres of learn- 
ing the relationship of which to the main issue had not 
at first been understood. 

4. Voluntary service, while ideal in a world where 
ideals were rated at a high value, as in World War I, 
exercises unfortunately a weaker grip upon the national 
spirit than was the case in 1914 or 1939. The causes 
which have changed the relationship between “Country” 
and “Self” are capable of clear presentation, but fall 
outside the scope of this paper. 

5. The existence of emergency calls for a dynamic 
policy, aimed at the awakening of national (medical) 
consciousness to the existing situation and the prepara- 
tion of each doctor for the part he will be expected to 
play should the threat of war become reality. This does 
not mean that a state of intense anticipation should 
govern the daily lives of those engaged in civilian 
practice, but simply that the reactions of each should be 
known and recorded, and that each should be ready to 
proceed to his or her appointed function properly 
equipped and fully aware of the duties to be under- 
taken. 

6. The impact of war should find the medical services 
of the nation moving with sure stride towards the stern. 
— that has, overnight, disrupted the normal conduct 
of life. 


I am mindful of my ignorance respecting the 
state of preparedness already attained, and ex- 
perience considerable diffidence in sketching a 
policy that may well have been examined and 
found untenable. The only approach that I can 
visualize is one based on the assumption that 
matters have reached a point where it is ex- 
pedient to make a step by step review of the 
work so far done and to assess its validity. 

It should be a point for agreement that there 
must be four stages to any plan which has, as 
its object, the effective use of medical manpower 
in emergency. There should be the stage of: 


(a). Inspection, which is the committee stage set to 
examine the position in a broad sense and to make 
initial recommendations to responsible bodies. : 
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(b) Preparation, where the achievements of (a) have 
resulted in a complete picture of the oan capacity 
and availability of the manpower concerned. 

(c) Tuition, which should be regarded as necessary 
for the knowledge of those who will undertake new and 
perhaps highly important duties of which otherwise they 
would be ignorant. 

(d) Response, when the event, for which all this 
endeavour~ has been made, strikes suddenly upon the 
nation and tests, in rough and ofter unpredictable fashion, 
the machine that has been set in motion. 

It is proposed to examine each of these four 
stages in more detail. 

(a) The stage of inspection.—A letter from the 
Canadian Medical Association over the signature 
of the President, has recently come to all doctors 
in Canada. This clearly revealed the need for 
an improved registry of career in all its aspects, 
mentioned the Canadian Procurement and As- 
signment Board of World War II, and indicated 
that the Department of National Health and 
Welfare now exercises an important duty in con- 
nection with defence. It also showed that co- 
ordination existed between provincial licensing 
bodies, medical schools and professional associa- 
tions. 

This would seem to indicate that through 
peripheral agencies a central structure has come 
into being within the Federal Government and 
consequently close to the Ministry of Defence. 
Such a procedure is not open to challenge as a 
means of obtaining a general picture of the 
medical manpower. It is, however, open for 
examination whether, in a country as vast as 
Canada, and with so many variants relating to 
strategy, it is wise to set so much stress upon 
centralization. While agreeing that half the total 
population of Canada is contained in the Prov- 
inces of Quebec and Ontario, and that the popu- 
lation of Montreal equals the total population of 
British Columbia, it may well come about that 
invasion by airborne forces will be concentrated 
upon the foot-hills sloping towards the grain 
belt of the Middle West, in which case Canada 
would be severed from North to South leaving a 
great and significant area parted from the medi- 
cal administration responsible for the direction 
of doctors. Under such circumstances it would be 
highly unlikely that orders from the Ministry of 
Health and Welfare, Ottawa, regarding arrange- 
ments in Vancouver or other Western cities, 
would be obeyed. On this account it is believed 
that much advantage would be gained by vest- 
ing considerable powers in the Western 


Provinces working together in a close organiza- 
tion. 
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Also under this heading it is considered that 
the information expected from the cards recently 
circulated does not cover sufficient ground. It is 
evident that these cards were prepared with a 
view to the world situation, but there is an un- 
fortunate lack of particulars regarding: 


1. Previous service with the Armed Forces. 


2. Choice of service (including special knowledge of 
civil defence procedure ). 


3. Other special knowledge or experience relating to 
significant features of service equipment and_ the 
principles of applied physiology relating thereto, such as 
the use and maintenance of pressure waistcoats for air 
crew. 


A doctor can add materially to the efficiency of 
a unit by exhibiting special interest in the nature 
of the technical work carried out and by show- 
ing the manner in which the human body re- 


. sponds to this or that duty under conditions of 


stress. A doctor with a specialized unit at war 
does not cover his responsibility by his clinical 
experiences alone. 

No doubt these points have been the subject 
of discussion, and action has been taken, but 
should this not be the case they could provide 
material for future discussion. 


(b) The stage of preparation.—If an inspection 
of the general problem has been made and help- 
ful results have been obtained, the next stage 
should ‘concern: : 


1. The preparation of the doctor in civilian 
practice for active service. , 

While no detailed instructions were issued 
or required in 1914, and only brief instructions 
were the rule in 1939, there has developed a 
specific need for a sound understanding of the 
physiological and other principles governing the 
efficient performance of Service personnel. To 
some extent the information can be conveyed 
by means of well printed leaflets, illustrated 
where necessary by simple sketches revealing 
broad features. It would be important to have 
the leaflets perforated so that they can be 
secured in order of receipt in a pocket folder. It 
is further important that the presentation is in 
a form capable of easy. assimilation, with each 
point suitably covered in not more than 200 
words. If this is not done there is a likelihood 
that the notes will be left unread. 

2. Information as to where he or she must 
proceed in order to obtain uniforms and the 
other essential paraphernalia of military life. 
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In this connection it is of special importance that much 
of these requirements be obtained at, or near, the 
clinics or centres to which the doctor will proceed on 
the appropriate signal. It is certain that in the future 
there will be little time for measuring and fitting uni- 
forms and the purchase of necessary items. Wastage of 
time in this feature of mobilization should be regarded 
as a criticism of the organization. If defects show them- 
selves at this stage it is likely that dangerous delays in 
the effective use of medical manpower will be en- 
countered at moments’ critical to the defence of the 
nation. 


(c) The stage of tuition.—It is well recognized 
that the best tuition is to be gained as a result of 
practical and realistic demonstrations and exer- 
cises in the field. This method forms part of Re- 
serve Training. If, however, the Reserve is weak 
or ineffective, it is evident that some other ap- 
proach must be attempted if the nation hopes 
to show more than a feeble pretence at keeping 
its frontiers inviolate. In a country such as 
Canada, where considerable areas are thinly 
populated, and the free time of medical prac- 
titioners is limited, it is regarded as highly im- 
portant that a system of “Tuition on Wheels” be 
introduced. Such a system would augment the 
short course scheme now available at certain 
units, in the R.C.A.F. for example. The basic 
knowledge of aviation medicine would be ad- 
vanced if small combined mobile units were so 
designed as to travel to smaller though no less 
important areas within each Province. Examples 
of this form of tuition were found to work with 
remarkable effectiveness, as in the case of the 
mobile low pressure chambers which demon- 
strate the effects of anoxzemia upon aircrew. The 
principles upon which these developments came 
to fruition could be widened to embrace displays 
of much instructional value. They would have an 
added value, namely, the needful awakening of 
interest in the defence of Canada. Personal ex- 
perience shows that the present methods adopted 
for recruiting personnel for the Reserve Forces 
in a local area of Vancouver Island are un- 
inspired and negative. . 

It is believed that, so far as Western Canada 
is concerned, the interest of the medical pro- 
fession could be easily stimulated. 


(d) The stage of response, — Provided that 
the first three stages have been carried out 
with a full appreciation of their value, and their 
contribution to virile defence, the final stage 
should follow smoothly. The committees con- 
cerned have exposed the good and the bad 
features of the general problem and, from ex- 
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periences gained, have shortened and fortified 
the channels of contact. The Central Index 
System has been examined and broken down 
into its optimum form, while the East Coast and 
West Coast Registries have sought for and found 
a common formula upon which to co-operate 
under all conditions of war, including invasion. 
Each doctor, acceding in the first instance to his 
expressed wish, has been led by steps compatible 
with his daily tasks into a simple but valuable 
knowledge of his future responsibilities and, 
later, has attended demonstrations that have 
awakened interest in the Medical Services of the 
Armed Forces or, where related to civil defence. 
has seen how closely the incidents of war have 
fused links of members in the medical profession. 
The issues ahead are now more comprehensible 
and realistic, so that the doctor. can step from 
his private clinic to his new environment as one 
capable of “effective use.” All this should be 
considered as a general approach to a wide 
subject, carrying always the weighty handicap 
that the organization is also tuned for disruption 
and unpredictable hazard, and that much may 
need to be accomplished under conditions of 
stress and violent conflict. It is for these reasons 
that careful planning becomes of such high im- 
portance and that when direction from high 
level is invoked it should come about through 
the orders of men acknowledged and acclaimed 
for their leadership. These are stern times that 
will, in due course, require to be met by stern 
measures, 

It is now necessary to give some attention to 
the requirements of the Services that will make 
their demands upon medical manpower, because 
these will vary in character in much the same 
way as is recognized to be the case in Great 
Britain. 


THe Royat CANADIAN NAvy 


The demand for doctors in this Service would 
appear to be satisfied when the requirements 
represented by expansion are adequately met, 
and the balance of duty between sea time and 
shore time is held harmoniously. This feature of 
medical life in the Navy has always presented 
difficulties which are not as a rule reconciled in 
time of war. In maintaining the establishments 
of base hospitals it is, as always, important to 
bear in mind that the medical officer holding a 
permanent commission, and with a decided 
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capacity for clinical work, should not be de- 
prived of his experiences in time of war by an 
overload of sea time while the clinical appoint- 
ments are firmly held by civilian specialists sec- 
cnded temporarily for duty. A great opportunity 
arises in war for the clinically apt regular medical 
officer to gain considerable experience in Service 
hospitals from the specialists appointed for the 
duration of hostilities. For example, the surgical 
complications of underwater blast provide ma- 
terial for studies of considerable significance. 

In the case of the Royal Navy, the formation 
of the Fleet Air Arm has introduced problems 
of great scientific importance in the realm of 
applied physiology. There is always an R.N. 
medical officer attached for research duties to 
the Royal Air Force Institute of Aviation Medi- 
cine, Farnborough, in Hampshire. This branch 
of the Senior Service creates a deeper scientific 
interest for those undertaking sea time posting. 
It may well be that similar procedures govern 
the duties of the medical officers of the R.C.N. 
The effects of escape from submarines unable to 
rise from the sea bed provide problems, the 
elucidation of which adds materially to the 
knowledge of those who give time to their 
consideration. 


THE ARMY 


The medical requirements of the Army in 
terms of doctors increase rapidly in war, prob- 
ably more so than in the case of the R.C.N. or 
R.C.A.F. There is always a considerable call 
upon specialized services, with the formation of 
surgical teams delegated for work near the centre 
of hostilities. In tropical countries the call for 
experts in tropical medicine and hygiene pre- 
sents much difficulty to those responsible for 
making them available in adequate numbers. The 
misemployment of doctors well qualified in 
tropical medicine cuts across the effective use of 
medical manpower. This example provides one 
clear reason for the need of a comprehensive 
record of doctors’ careers that should be avail- 
able for scrutiny in the Card Index System. 
Specialists in orthopsedic surgery and _ plastic 
surgery find valuable employment at base hos- 
pitals. In the field, the medical problems of 
mobile warfare, related both to the speed of 
manoeuvre and the tolerance of man for the 
equipment he is trained to use, make for the 
presence of young and physically fit doctors. 
Unsympathetic medical care and the conduct of 
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medical boards by those ignorant of the issues 
involved, contribute a considerable waste of 
manpower. In this connection a word should be 
said with regard to psychiatrists, There is no 
more valuable member of the Medical Services 
of the Armed Forces than a keen psychiatrist 
with a practical knowledge of the tasks to be 
done, the risks involved and the equipment 
handled by the personnel with whom he is work- 
ing. On the other hand, and unfortunately not 
uncommonly, the opposite view can be upheld. 
The selection of psychiatrists for work of grave 
issue should be delegated to men of long and 
special experience. It would be more dangerous 
to post a psychiatrist for a particular duty upon 
the bare evidence provided from his record card, 
than to do so with any number of general duty 
medical officers. There is still too much open 
country over which the psychiatrist can canter 
without challenge. 


THE RoyaLt CANADIAN AIR FORCE 


There is no branch of the Armed Forces 
which has taken wider and firmer strides in the 
field of applied physiology than has the Air Arm. 
It is not in the nature of this paper to enlarge 
upon the immense value of the doctor who, bent 
upon the solution of problems connected with 
altitude, acceleration, or thermodynamics, trains 
and qualifiies as a pilot and then proceeds, him- 
self, to put the equipment that he has designed 
to exacting experiment in aerial manoeuvres. This 
one department of applied physiology now 
named aviation medicine has added a bright and 
invigorating chapter to the history of the pro- 
fession. Investigators in this work cannot be 
trained in a brief space of time, Their develop- 
ment, to a point where their opinion carries 
weight, can only be measured in years. The 
period of their flying training up to, and includ- 
ing, jet types of aircraft, takes them away from 
their medical duties for at least two years; two 
years never better spent in the interests of the 
Service. It is necessary however, that they have 
behind them the services of physiologists of pro- 
fessorial rank and of physicists of the first grade, 
so that the composite endeavour may provide 
accurate information upon which much of the 
intricate design of modern aircraft depends. 

Beyond .this specialized function, there are 
certain points relating to the effective use of 
medical manpower in the Air Arm. The view has 
been submitted and upheld that a considerable 
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contribution to morale can be attained by posting 
a medical officer, called the “Squadron Medical 
Officer,” to a flying unit and retaining him so 
posted for the duration of hostilities. There are 
points for and against this procedure. If it so 
happens that the medical officer so appointed 
has a keen sense of duty and maintains a careful 
but unobtrusive watch over the flying personnel, 
he quickly detects changes of behaviour that may 
indicate loss of moral fibre, and so can take ap- 
propriate action before irreparable harm is done 
and an efficient pilot or another member of the 
crew is lost from the strength. On the other 
hand, the permanent attachment of a medical 
officer whose attitude is resented, and who takes 
only a superficial interest in the personnel, may 
prove useless for the work that endorsed his 
posting. In addition to these controversial points 
should be added a further point sometimes over- 
looked. It happens frequently that, during 
strategic moves at home or overseas, a number 
of squadrons may find themselves based on the 
same airfield. Normally, the airfield in war time 
will have its own Station Medical Officer and a 
junior to assist him, so that as many as six doc- 
tors, each individually capable of caring for 1,500 
personnel, will have among them far less than 
that number. This is a matter of policy, the 
acceptance or rejection of which lies with the 
Air Council and the Medical Directorate con- 
cerned, 

In war time, the Air Arm will make demands 
for increases of medical manpower not only to 
fill establishments as they develop and expand, 
but to provide specialists with particular experi- 
ence of orthopedic surgery, biochemistry, 
cranial surgery, burns, applied physiology, and 
neuropsychiatry. It is also essential that the im- 
plications of casualty air evacuation are thor- 
oughly known. 

The specialty of neurosurgery is common to all 
three Services, perhaps more particularly to the 
Army. Common also, and highly important, is 
rehabilitation. In this connection it is important 
that special centres be designed so as to provide, 
not only the most efficient treatment in remedial 
exercises, physiotherapy and occupational ther- 
apy, but concurrently an atmosphere where light 
and air and cheerfulness exercise good influences 
upon the mind. 


It is accepted that the principles of atomic 
warfare are well known and their wide reaction 
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is appreciated, especially as they also affect the 
civilian population. 


Civi. DEFENCE 


There is probably no task more laborious and 
frustrating than that which presents itself for 
solution to an administrator vested with the 
authority to awaken the “man in the street” 
to his responsibility. It seems impossible 
almost to reach an optimum point in the process 
of awakening interest and a sense of duty, be- 
cause all men have a threshold of tolerance for 
play acting and for the exhibition of unpleasant 
pictures, films and posters. I recall one such 
picture which, in London during the war, it was 
my unfortunate daily experience to see on my 
way to the Ophthalmic Department of the 
Royal Air Force. It was remarkably disgusting 
and, at first sight, in spite of all the hazards of 
daily bombing, I narrowly escaped being 
actively and publicly sick while wearing the uni- 
form of an Air Commodore of the Medical 
Branch. But, in time, one cultivated the habit 
of looking through the picture and not at it. 

There is a fine line of demarcation between 
calm readiness to function and nervous appre- 
hension. ; 


The medical requirements of Civil Defence are 
much the same as those after any disaster result- 
ing from explosive forces, only dreadfully mag- 
nified. Apart from the dominant influence of 
gamma ray action, the primary function of the 
doctor is to combat shock and thereafter to 
have above average experience of the value of 
blood transfusion in its numerous forms. The 
surgeon has a task that will call forth all his 
powers and all his physical and nervous control. 
When bombing in London had become a nightly- 
experience, and the V 1 and V 2 attacks were 
seen and felt at close range, the steady and 
efficient handling and treatment of casualties was 
remarkable. I recall a V 1 incident 209 yards 
from my clinic. The injured were arriving at the 
Middlesex Hospital within five minutes of the 
explosion. 


SUMMARY 


It is not possible to make use of any previous 
pattern for the effective employment of medical 
manpower in an emergency, but much of help 
may be gained by the examination of past 
history. 
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A system which has as its chief aim the re- 
cruiting of medical officers by voluntary agree- 
ment, has, unfortunately, little substance in its 
design. The war for true ideals and of selfless 
devotion to duty began in August 1914, and 
ended in November 1918. The crosses and the 
poppies remain. It would be a great spiritual 
revival if their message—Loyalty and Duty — 
could impress itself upon the public conscience 
of today and make us mindful and worthy of 
past sacrifices. 

Recommendations have been made that in- 
clude a re-examination of the information pro- 
vided from the cards recently circulated to all 
doctors in Canada through the medium of the 
Canadian Medical Association, with a view to 
gaining more information, much of which is con- 
sidered of high importance. This is not the time 
to tread lightly. A state of emergency has never 
been rescinded since the cessation of hostilities 
in Hitler's war. 

It is suggested that the civilian doctor should 
be prepared for a task that may well decide the 
future of Canada and his career by treating the 
problem in four stages, namely, that of Inspec- 
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tion, in which the present Medical Committees 
re-examine their terms of reference and, where 
considered necessary, carry out a re-grouping of 
requirements; of Preparation, where relevant, 
simple, and up to date information (prepared to 
suit the choice of service indicated by the doctor) 
is sent to each doctor in a form that can be 
gathered into a loose leaf binder; of Tuition, 
where, by careful organization, meetings are con- 
vened in the smaller cities and towns, particu- 
larly towards the West, at which small mobile 
units arrive with carefully selected apparatus of 
special significance to the doctor unfamiliar with 
the modern devices of war that vitally affect 
man; and of Response, when, after due prepara- 
tion, without interference with practice or spare 
time, the doctor is ready to undertake his new 
and responsible duties cleared of the embarrass- 
ment of ignorance in the field of applied 
medicine. 

Certain points of special application to the 
Armed Forces and to Civil Defence have been 
stressed, so that any wastage of medical man- 
power in the event of mobilization may be 
reduced to minimal proportions. 





PROTEINURIA AND 
MALIGNANT HYPERTENSION* 


YVES PIETTE, M.D.,+ Montreal, and 
A. C. CORCORAN, M.D., Cleveland, Ohio 


PROTEINURIA IS ACCEPTED as one of the character- 
istic features of the syndrome of malignant 
hypertension. Goldring and Chasis’ noted it as 
invariable. Page and Corcoran? suggested that 
the rate of protein excretion was so much less 
in essential hypertension than in most cases of 
glomerulonephritis as to be a factor in differential 
diagnosis.* 

The mechanism of proteinuria has been clari- 
fied in recent years by demonstrations that it 
can be transglomerular, tubular or both. Thus, 
Addis* presented experimental and clinical evi- 


*From the Research Division of the Cleveland Clinic 
Foundation and the Frank E. Bunts Educational Institute, 
Cleveland, Ohio. 


7Present Address: 300 Carré Saint-Louis, Montreal. 





dence that proteinuria in glomerulonephritis is ' 


- due to tubular rejection as well as glomerular 


leakage of protein. Bieter® showed that the 
tubular cells could not secrete protein, and that 
glomerular filtration is a sine qua non for protein 
excretion. 

The tubular factor consists in the active 
absorption (athrocytosis) of protein from the 
tubular fluid by the cells of the proximal tubule 
(Gérard,® Smetana,’ Dock® and Gérard and 
Cordier®). Thus, the increase in proteinuria after 
renin injection in rats has been attributed in part 
to diminished tubular reabsorption (Brandt and 
Gruhn"). Paralysis or damage of athrocytotic 
mechanisms doubtless accounts for initial pro- 
teinuria in sublimate or bichromate poisoning 
and possibly in conditions associated with paren- 
chymal “cloudy swelling.” | 

Beattie and Corcoran’ have shown that 
proteinuria in renal disease due to hypertension 
and primary glomerular disease is usually asso- 
ciated with decreased glomerular permeability to 
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a grass polysaccharide. They consider that this 
reflects glomerular damage with a decrease in 
overall true permeability, but a scattered in- 
crease in glomerular porosity to protein. Tempo- 
rarily, increased glomerular permeability seems 
also to be a primary factor in renin proteinuria in 
the rat (Sellers, Smith, Marmorston and Good- 
man’’), With this background, it seems likely that 
proteinuria in malignant hypertension is pri- 
marily due to structural damage although the 


possibility of functional glomerular change and _ 


the probability of added tubular factors, such as 
result from renin action, have not been excluded. 
The purposes of this study were to survey the 
range and degree of proteinuria in a larger group 
of patients with malignant hypertension than 
had been studied in this regard, and to establish 
clinical associations which might bear on the 
mechanism of proteinuria in this condition. 


METHOpDS 


Data were obtained from 100 patients on 
whom a clinical diagnosis of malignant hyper- 
tension had been made and who were in the 
Research Ward of the Cleveland Clinic Hospital. 

Protein was determined quantitatively by the 
Shevsky-Stafford method on specimens, of urine 
usually collected at night over a 12-hour period. 
Night collection minimized variations due to 


TABLE I. 
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RANGE OF PROTEINURIA: 179 OBSERVATIONS ON 100 PATIENTS 
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exercise or orthostasis. A few determinations 
were made on specimens obtained during the last 
12 hours of a 24-hour period of dehydration 
(Addis concentration test). 


The blood pressure was determined at least 
twice daily, at rest, in the supine position, once 
during the collection of urine and once shortly 
before or after the end of the collection. 


The data were arranged to show: (1) the range 
of proteinuria in the whole group, (2) the vari- 
ability of proteinuria in 79 of the patients, (3) the 
association between arterial pressure (mean of 
systolic and diastolic) and proteinuria in 90 pa- 
tients and (4) in some individual patients, and (5) 
the lack of association between proteinuria and 
urine volume. The data were analyzed by the 
methods described by Hill. 


RESULTS 


1. Mean and range of proteinuria.—Protein- 
uria in the group of 179 observations on 100 
patients with malignant hypertension is shown 
in Table I to range widely from 0.0 to 22.0 grams 
per 24 hours. 

The mean for the whole group is 2.3 and the 
median about 1 gram per 24 hours. The values 
are symmetrically distributed, except for the 10 
to 20 gram group which includes only 6 obser- 
vations. 


Grams per 24 hours 
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TABLE II. 





CoRRELATION OF BLoop PRESSURE AND PROTEINURIA IN INDIVIDUAL PATIENTS 
























Mean 


Protein in urine 


1 

2 3.1 + 2.2 178 + 18.3 
3 4.5 + 3.4 163 + 24. 
4 2.8 + 2.1 150 + 16. 
5 4.5 + 3.1 158 + 18. 
6 4.2 + 3.5 152 = 19. 





"Blood 4 pressure 





9.5 + 5.9 175 + 21.5 
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2. Variability of proteinuria—The range of 
proteinuria in individual patients was available 
in 79 patients. The data are collected in Fig. 1. 
This range is large and its span is relatively as 
wide in those with less-marked proteinuria as 


RANGE OF PROTEINURIA IN 79 PATIENTS 


PROTEINURIA 
gms./24hrs. 


| 


12> 


—o 








INDIVIOUAL PATIENTS 
Fig. 1 


CORRELATION BETWEEN BLOOD PRESSURE AND PROTEIN 
MEAN IN 90 PATIENTS: 157 OBSERVATIONS 
PRESSURE 
mmHg 


230 - 


és 10 15 20 
PROTEINURIA gms./24 hrs. 
Fig. 2 


in those with greater. Since this variation seemed 
to reflect the effect of treatment with antipressor 
drugs, the association between proteinuria and 
arterial pressure was examined. 

3. Pressure and proteinuria in 90 patients.— 
Proteinuria was found to vary in part with the 
height of the mean arterial pressure. The dis- 
tribution of the data is shown in Fig. 2. The 
coefficient of correlation (r) of mean pressure 
(systolic and diastolic) 0.5 is +0.45 and the 
standard error (SE): +0.08. The term r/SE = 
5.6, indicates a statistically significant association 
of these functions. 
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4, Association between pressure and protein- 
uria in individuals.—Enough data were available 
from six patients to show that the correlation 
between blood pressure and proteinuria demon- 
strated in the group applies also in individuals. 


CORRELATION OF BLOOD PRESSURE AND PROTEINURIA 
IN A SINGLE PATIENT: 34 OBSERVATIONS 


MEAN 
PRESSURE 
mmHg 


200 - 


1 2 3 4 5 6 7 8 9 10 
PROTEINURIA gms./24 hrs 


Fig. 3 


PROTEIN AND URINE VOLUME 


PROTEINURIA 195 
gms /24hrs 


50 100 150 200 
URINE VOLUME cc./Hre. 


Fig. 4 


These data are summarized in Table II, and 
an example of the correlation is given in Fig. 3 
(data of patient No. 4) in which proteinuria 
decreased during treatment in close association 
with the mean blood pressure. 

5. Association between urine volume and 
proteinuria.— The impression has arisen that 
proteinuria decreases somewhat at low rates of 
urine flow, as during dehydration, The associa- 
tion between urine flow and proteinuria was 
examined in the six patients for whom serial data 
were available. Fig. 4 exemplifies the finding 
that wide variations in urine volume do not affect 
protein output. 
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DIscuUSssION 


Observations on the 100 patients demonstrated 
that with malignant hypertension the range of 
proteinuria is large. The levels may rise to or 
above those (< five grams in 24 hours) com- 
monly observed in the malignant syndrome of 
terminal glomerulonephritis and even to values 
(10 to 20 grams) common in the nephrotic syn- 
drome. Thus, the observation of gross proteinuria 
is not of itself significant in the differential diag- 
nosis of these conditions. 


The mean urine protein value in the group, 
2.3 grams per 24 hours, accords with the mean 
of 2.07 grams obtained in a smaller group of 
patients by Corcoran and Page.* 


The significance of proteinuria in the diagnosis 
of malignant hypertension is shown by its oc- 
currence (output greater than + 0.2 grams per 
24 hours) in all the 79 patients whose data are 
reproduced in Fig. 1. 


The span of proteinuria at different times in 
these 79 patients is larger than is usually seen 
in uncomplicated chronic glomerulonephritis and 
the nephrotic syndrome. In these conditions, the 
protein level in the urine is often relatively con- 
stant over long periods. 


A relation of proteinuria to arterial pressure 
has been demonstrated. The variability of pro- 
teinuria and its association with arterial pressure 
suggest that, other factors being equal, intra- 
glomerular pressure will, at a given degree of 
structural damage, determine the extent of 
protein leak, possibly by physical distension of 
glomerular capillaries. Filtration fraction is, at 
constant levels of plasma protein, a rough index 
of intraglomerular pressure, and is usually high 
in untreated malignant hypertension, and de- 
creases during successful antipressor treatment. 


This association tends to confirm the view that 
proteinuria in malignant hypertension is prob- 
ably primarily glomerular rather than tubular in 
origin since decreased pressure would directly 
affect glomerular filtration of protein, but has no 
necessary association with tubular function. The 
data do not exclude the possibility that renin may 
have influenced the occurrence and extent of 
proteinuria in malignant hypertension. The renal 
pressor system (renin-angiotonin) is presumably 
active in this disease (Page and Corcoran") and 
its activity may be influenced by hypotensive 
agents. In animals renin proteinuria is not closely 
associated with the effect of elevated arterial 


PIETTE AND CORCORAN: PROTEINURIA 545 


pressure due to renin. The absence of an associa- 
tion between urine volume and proteinuria in- 
dicates that estimates of proteinuria made at low 
urine volumes, as during an Addis concentration 
test, can be accepted as an index of general level 
of proteinuria. 


SUMMARY 


1. In a group of 100 cases of malignant hyper- 
tension, mean protein excretion in the urine was 
found to be 2.3 and the range 0.0 to 21 grams 
per 24 hours. 

2. The proteinuria of a group of 90 patients 
varied with the height of the blood pressure. 
The association was verified in individual pa- 
tients and indicates that arterial pressure as such 
is one determinant of proteinuria in malignant 
hypertension. The effect of intra-arterial pressure 
is presumed to be mediated by its effect on 
intraglomerular pressure and, presumably, on the 
state of distension of glomerular capillaries. 


3. No relation of protein level in urine to the 
urine flow could be demonstrated. 


4. The data do not exclude the possibility that 
proteinuria in malignant hypertension may, in 
part, reflect the activity of the renal pressor 
system (renin-angiotonin ). 
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RESUME 


On reconnait la protéinurie comme le trait caracté- 
ristique du syndrome de lhypertension maligne. Il a 
été récemment démontré que son mécanisme se rapporte 
au glomérule, au tube, et méme a lun et [autre a la 
fois. L’athrocytose est l’absorption active de protéine 
du liquide tubulaire par les cellules des tubes contournés, 
et un des effets de la rénine chez le rat serait d’en 
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entraver l’activité. Il est cependant admis que chez les 
humains l’altération des glomérules est la cause principale 
de protéinurie, et qu'il existe un rapport direct entre 
la pression de filtration et la quantité de protéine dans 
lurine. La protéinurie, la tension artérielle et le débit 
urinaire de cent hypertendus furent suivis de prés. La 
protéinurie montra des variations allant de 0 a 21 
grammes par 24 heures, avec une valeur moyenne de 





Canad. M. A. J. 
Dec. 1954, vol. 71 


2.3 grammes. Les variations individuelles semblérent 
refléter l’effet des médications antagonistes aux vaso- 
moteurs, ce qui savéra exact dans la tabulation des 
variations de la protéinurie et de la tension artérielle, non 
seulement pour le groupe pris en entier mais aussi dans 
les cas individuels. Les écarts du débit urinaire n’affectent 


pas la quantité de protéine perdue dans les urines. 
M.R.D. 





THE POTENTIALITIES OF THE 
ELECTROGASTROGRAPH* 


H. S. MORTON, O.B.E., C.D., M.Sc., M.B., 
M.R.C.O.G., F.A.C.S., F.R.C.S.[Eng. & C],t 
Montreal 


THE POTENTIAL DIFFERENCE (P.D.) across the 
stomach wall was first measured by Donné in 
1834, and twenty-one years later Koelliker and 
Miiller first demonstrated the action currents 
about the beating animal heart. Thus the founda- 
tion of the electrogastrograph (EGG) precedes 
that of the electrocardiograph by over twenty 
years. Alvarez made the first human EGG re- 
cording in 1922, but he thought the diffusion 
currents would prevent it from being accurate, 
and this delayed further advances for over 
twenty years. It was not until 1936 that attempts 
were made to record both the direct current 
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Fig. 1.—Comparative fundamental frequencies. 


(D.C.) and the alternating current (A.C.) com- 
ponents, the two features of the electrogastro- 
graph. The first really reliable recordings were 
those of Goodman which appeared in 1951; we 
published our first communication the following 
year. 


*Adapted from a Hunterian Lecture delivered at the 
Royal College of Surgeons, London, England. The longer 
original version will appear in the Annals of the Royal 
College of Surgeons of England, whose editor has kindly 
agreed to permit publication of this abridged version in 
Canada. 

7Assistant University ; 


Professor of Surgery, McGill 


Associate Surgeon, Royal Victoria Hospital, Montreal ; 
cn in Surgery, Queen Mary Veterans’ Hospital, 
Montreal. 





The question will naturally arise “Why has 
this development been so slow?” The answer 
is mainly an electrical one: the frequencies have 
been too slow to be amplified by A.C. and too 
small to be accurate by D.C. amplification until 
recently (Fig. 1). 


APPARATUS 


The electrode is the key to successful electrogastro- 
graphy, which is essentially D.C. amplification. The 
electrodes now used are 1 mm. in diameter, silver—silver 
chloride, 4 mm. long covered by a plastic cuff 2.5 cm. 
in length filled with normal saline and an absorbent 
cotton plug to act as a diffusion barrier. The tip of the 
cuff has a radio-opaque marker for x-ray localization 
of the electrode in the stomach. The reference electrode 
is exactly the same as the gastric one, and is applied to 
the skin in the right delto-pectoral groove near the 
shoulder. These two leads are connected to the D.C. 
pre-amplifier with a triple-stage amplification before 
passing to the recorder. Two types of recorder have 
been used: first an Esterline-Angus pen-writing recorder 
with curved co-ordinates *%4 inch apart representing one 
minute; secondly, the Sanborn heat-writing stylus with 
square co-ordinates moving at one inch per minute, with 
about half the vertical scale. 
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NORMAL ELECTROGASTROGRAMS 


Fig. 2.—Normal electrogastrograms. 


The gastric electrode, protected by 2 mm. diameter 
soft vinylite tubing, is passed through the nose into the 
stomach, With the patient in a sitting position, gravity 
assists the passage of the electrode to the lower part of 
the organ. The exact site of the electrode in the stomach 
is determined by means of x-ray examination, either by 
fluoroscopy or radiography. For ease of reference, the 
greater curvature is divided into ten positions, and the 
lesser into five, beginning at the cardia. The rhythm 
throughout is the same, co the amplitude reveals an 
increasing gradient as the pylorus is approached 
(Fig. 2). 


In measuring potentials with the electrogastro- 
graph, two factors have emerged. There is the 
P.D. level which is related to secretory activity 
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and may be regarded as the level of the tide, 
and there are the small variations or A.C. com- 
ponents due to the superimposed muscular ac- 
tivity which represent the waves on the surface. 
The electrodes pick up the electrical alterations, 
which are then amplified in three stages and 
finally recorded on moving paper in the electro- 
gastrograph. The variations in clinical cases will 
now be described. 
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The three cycles per minute are produced by 
the rhythmic contractions of the muscular 
layers of the stomach. There are, however, other 
frequencies, and adopting radio terminology five 
bands can be identified (Fig. 4). The first three 
machines were deliberately designed to eliminate 
the electrocardiogram, while the Mark IV (San- 
born) has this coming through occasionally. For 
purposes of discussion it will be neglected. The 
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Fig, 3.—Recording 3 cycles per minute. Wnsee: The radiograph, double exposure taken at 
7 second interval to demonstrate the waves. Lower: The electrical and mechanical recordings 


both showing 3 cycles per minute. 


THE NORMAL ELECTROGASTROGRAM 


Before using this apparatus for diagnosis, it 
was of course necessary to establish the normal 
pattern. The P.D. level is approximately zero 
varying + 10 mV. when the skin is used as the 
reference; while the dominant frequency is three 
cycles per minute, having an amplitude around 
1 mV. These waves are seen daily during fluoro- 
scopic examination and at operation, or they may 
be demonstrated by the balloon-tambour method 
(Fig. 3). This agreement of all four methods is 
too striking to be ignored. 





highest frequency is that of respiration, and 
whenever it is noted the patient is asked to hold 
his breath for half a minute, and then to hyper- 
ventilate. This frequency is not always due to 
respiration and may be one of the fundamentals 
of smooth muscle. There are several refer- 
ences in the literature to such a frequency in 
arteries, and indeed I have counted twenty bor- 
borygmi in the epigastrium, continuing regu- 
larly with the patient holding her breath. The 
moderately fast band (6 to 15 cycles per minute) 
is usually observed in the small bowel. For con- 
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venience in terminology the name “enteric” is 
suggested, but this does not mean that it cannot 
occur in the stomach, especially after vagotomy. 
It is associated with a rhythmic motion, the so- 
called “churning” or “segmental contraction.” 

The slower contractions, approximately one 
a minute frequency, are due to specialized forms 
of peristalsis. They may be caused by hunger 
or by pyloric obstruction. The first is more 
rounded and the second is more spiked, but both 
have about the same amplitude and both can be 
demonstrated by tambour or electrical tech- 
niques. Still slower waves of one every two to 
five minutes have been previously described by 
us and attributed to nausea, and this has since 
been confirmed in several patients by other 
workers in my group. Lastly, there are variations 
observable about every half hour, but these are 
associated with secretory (tide) activity and can- 
not legitimately be called waves. 
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Fig. 4.—Comparative electrogastrographic frequencies. 


MINUTES 


The position of the gastric electrode modifies 
the pattern. The potential level is zero in the 
majority of readings, but there is a negative slope 
from +10 mV. at the cardia to -5 mV. at the 
pylorus. The amplitude gradient, however, is in 
the opposite direction. This potential gradient 
has been obtained in two ways: by individual 
plotting of the position of the electrode by means 
of x-rays and, secondly, by passing two electrodes 
and comparing the P.D. between them, and then 
checking them with the skin electrode as a 
reference point. The same gradient is found in 
our controls, pseudo-controls, and cases of gastric 
and duodenal ulcer and gastritis, but not in 
cancer, 

Reference points other than the skin have also 
been used. During operation subcutaneous and 
serosal leads were connected, and the resulting 
recordings showed a marked lowering of the 
potential level; the subcutaneous was —35 to -50 
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mV., and the serosal -50 to -80 mV. The ampli- 
tude and frequency of the basic wave form 
remained the same. The circumstances of these 
clinical investigations are comparable with 
animal experimentation. 

Before considering the alterations caused by 
diseases of the stomach, the normal patterns in 
the intestines should be mentioned. Recordings 
have been made with the internal electrode in 
the jejunum and ileum on several occasions. The 
frequency in the small bowel varies from 20 to 
10 waves per minute from above downwards, 
and the amplitude is small — 0.2 mV. to 2 mV. 
when the free electrode is used. Should an in- 
flated balloon be employed to maintain the 
electrode in position the amplitude increases 
several fold, which indicates that the balloon 
has a stimulating effect. The colon in contrast is 
slow, with occasional variations in the level 


(Fig. 5). 
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NORMAL ELECTROENTEROGRAMS 
Fig. 5.—Normal electroenterograms. 


Dracnosis oF Gastric LESIONS 


The recordings of control cases were obtained 
from such places as the fracture ward and the 
staff. The second group named pseudo-controls 
consisted of patients complaining of gastric 
symptoms but with no radiological or other 
evidence of gastric disease. The third group had 
demonstrable peptic ulcers. These patients are 
divided into two categories, not, as one would 
expect, into gastric ulcer and duodenal ulcer, but 
rather into active and inactive, The activity is 
proportional to their symptoms and lack of treat- 
ment, in other words, the electrogastrogram 
records the functioning rather than the anatomi- 
cal pathology of the stomach. We studied many 
ulcer cases after they had been in hospital for 
several days, and found that their recordings 
looked normal. This was due to the elimination 
of the cause of the ulcer. They had been admitted 
to hospital for treatment, the responsibility was 
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Fig. 6.—Some pathological conditions of the stomach, (a) Duodenal ulcer; (b) gastrostaxis; 


(c) carcinoma. 


out of their hands, rest in bed, diet and drugs 
played a part, their symptoms became less, and 
although an ulcer still could be demonstrated, 
that is, the structural alteration was still present, 
the hyperactivity or physiological stimulation had 
been altered, and consequently the electrical 
pattern was quieter. Therefore, the controls, the 
pseudo-controls and those with inactive peptic 
ulcer all form one main group. 

The tracing in the active duodenal ulcer group 
(Fig. 6a) has marked spikes which may be either 
up or down, it is slightly irregular and has a 
higher amplitude than the normal. There are 
longer waves in the slow frequency band, while 
the P.D. is usually positive, from zero to +15 
mV. Over fifty cases have been studied at all 
stages of symptoms and treatment. The greater 
the symptoms, the more marked the variation 


from the normal, Gastric ulcers when active al- 
most always give a regular tracing with a moder- 
ate increase in amplitude and with faster fre- 
quencies superimposed. 

Gastrostaxis is the term used as a convenience 
for those cases of bleeding from the stomach 
without a demonstrable lesion, sometimes called 
acute gastric erosions. Its picture is quite dra- 
matic (Fig. 6b). The three cycles per minute 
are regular, but they average 5 to 10 mV. in 
amplitude; the P.D. is positive from zero to 10 
mV. This is in marked contrast to the tracing 
in gastritis which usually falls in the normal 


range. 

The electrogastrogram in carcinoma of the 
stomach seems always to be irregular, and in 
most cases this irregularity is complete as regards 
both amplitude and rhythm. The pattern traced 
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Fig. 7.—Upper portion: Carcinoma of the fundus of the stomach diagnosed eetniedinniy 
because of the separation between the stomach and the diaphragm, and the constant filling 
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defect. Lower portion: Regular rhythm with increased amplitude. No suggestion of malignancy. 


out by the recording pen is in fact unpredictable 
(Fig. 6c). Forty cases of carcinoma proven path- 
ologically have been studied. In three of these 
the tracing was not characteristic of cancer — 
an error of 714%. Five other cases diagnosed as 
cancer, both clinically and radiologically, were 
also subjected to this examination. Each - time 


the recording was regular throughout, and at. 


operation none of the patients had evidence of 
any malignancy. Recently two interesting ex- 
amples have occurred. A patient with marked 
indigestion and loss of weight, and with a filling 
defect on the greater curvature near the pylorus, 
was reported as having grade V malignant cells 
by the cytologist. The electrogastrogram, how- 
ever, was regular (Fig. 7). After subtotal resec- 
tion the pathologist found only a benign gastric 
ulcer. The second case was of a young man of 
23 who had complained of indigestion after 
meals for over a year. Shortly after the onset of 





symptoms the barium meal was reported normal. 
The symptoms persisted and he was admitted for 
further investigation, Radiological examination 
was equivocal, but the electrogastrogram had a 
characteristic irregular pattern (Fig. 8). The 
final barium meal showed a marked filling defect 
in the-pylorus. At operation a subtotal gastrec- 
tomy was performed, and carcinoma of the 
stomach was confirmed pathologically. 

Out of interest we examined seven cases of 
established pernicious anzmia, all with achlor- 
hydria, and we were pleased to find that the 
electrogastrographic pattern was fairly active and 
rather irregular, and that the P.D. averaged 25 
mV. with a range between 20 and 30 mV. 

In order to analyse these groups more exactly 
and check the influences of the position of the 
electrode, a scatter diagram was made of the 
potentials. There was a similar slope in the con- 
trol and ulcer groups, but not in cancer. An- 
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now showing filling defect. 


other method used was to determine the total 
activity by counting the aggregate number of 
millivolts the writing point moved upward in a 
ten minute interval, and to plot this with the 
position of the electrode in the stomach. This 
gave a total activity gradient with a steeper 
slope upward toward the pylorus in the ulcer 
group compared with the controls. The third 
method was to classify the regularity of the 
amplitude into regular, almost regular, moder- 
ately irregular, and completely irregular; and 
the frequency into regular, slightly irregular, and 
completely irregular. For these, values of 1, 2, 
4, and 7 were given for amplitude; and 1, 3 and 
6 for frequency. Thus we were able to obtain 
a regularity score. Applying this to the three 
groups — controls, peptic ulcers and carci- 
noma — it has been possible to differentiate 
cancer from the remaining groups. The last 
method we have used is the analyser. A few 


Fig. 8. (R.B.)—Spot films taken one year ago. Centre portion: Recordng done in April 
1954—an irregular rhythm interpreted as malignancy. Lower portion: Repeat barium meal 
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words of explanation may be necessary. The 
analyser developed for electroencephalography 
counts the various frequencies while the record 
is being taken, Unfortunately, the analyser will 
not work below one cycle per second. To cir- 
cumvent this difficulty a sample tracing of ten 
minutes was taken, and the lower part of the 
recording was blackened. This was then passed 
over a photo-electric cell in a beam of light at 
EEG speed, with the analyser working, and a 
result was obtained for a sample control, ulcer 
and carcinoma case. 

By the use of this apparatus characteristic 
patterns have been demonstrated in controls. A 
second type of picture is obtained in active 
peptic ulcer, particularly duodenal; lastly the 
original object of this work, namely detection of 
malignancy, has been furthered by the finding 
of a completely irregular pattern in carcinoma 
of the stomach. 
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THE STOMACH AS A MIRROR OF 
OTHER ACTIVITY 


It is generally known that symptoms of in- 
digestion do not of necessity indicate pathology 
of the stomach, but may reflect influences from 
elsewhere. Pavlov established the principle of 
the conditioned reflex, sham feeding causing a 
flow of gastric juice. Less well known is the 
effect of the emotions, both pleasant and un- 
pleasant, on the stomach. The EGG shows that 
certain emotions, such as hostility, aggravation, 
frustration and anger, affect the P.D. and the 
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show its close relationship to the function of 
alimentation at least. Babkin attempted by 
means of gastric balloons to determine which 
areas of the cortex influenced gastric, motility. 
He frequently found inhibition, but was unable 
to get augmentation. In a recent study by Faulk 
and Penfield, recordings of gastric activity were 
made with the EGG during cortical stimulation. 
This was done during exploration and excision 
for focal epilepsy, according to the method in 
use at the Montreal Neurological Institute. Well- 
defined gastric motor responses resulted from 
insular stimulation. These consisted of: (1) initia- 
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(courtesy of Drs. Penfield and Faulk). Stimulation at area 16 


with augmentation of gastric motility. Total removal of insular cortex. Inhibition of motility. 


Right hand portion: 


motility. The usual change is a rise of 5 to 15 
mV. in the P.D. with a slight augmentation of 
the frequency. During a control recording on 
one of the staff a controversial subject was dis- 
cussed. The change in the P.D. level was over 
10 mV., showing the individual’s immediate 
gastric response to the emotional stimulus (Fig. 
9, upper tracing on right). The other example is 
shown in the lower right-hand part of Fig. 9. 
Frequently recordings have been made while 
visitors were present, with no observable influ- 
ence. One evening, however, this patient’s wife 
came in, and the P.D. level immediately rose 
sharply by 15 mV. It was afterwards ascertained 
that he harboured feelings of marked hostility 
towards her. 

Neurological physiologists have been explor- 
ing the cerebral cortex in an effort to localize 
the sensory and motor areas. The island of Reil 
has been suggested in the past as the centre for 
speech, taste, smell and alimentation. Recent 
clinical and experimental data have tended to 


: Emotional response recorded objectively. Upper portion: 
of our staff during sympathetic annoyance. Lower portion: 
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tion of three or twelve cycles per minute super- 
imposed on a previous resting record; (2) change 
of rate from three to twelve cycles per minute, 
and changes in the amplitude of the contractions. 
Both increase and decrease of tone were ob- 
served independently of, or synchronized with, 
changes in the rate and amplitude of the gastric 
contractions. Total ablation of the insular cortex 
on the right side in one case produced complete 
inhibition of the regularly occurring three cycles 
per minute (Fig. 9, tracings on left). This result 
was possible because the electrode is small and 
is more difficult to dislodge than the balloon, 
while it is five to ten times more sensitive. 
Furthermore, observations made during an in- 
duced epileptiform fit with both the electro- 
encephalogram and_ the _ electrogastrogram 
showed exact chronological correlation, and, in 
one case, symptomatic correlation as well. This 
work suggests that the cerebral cortex. controls 
the hypothalamus, which in turn governs the 
autonomic nervous system. 
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Fig. 10.—The effect of drugs. (a) Immediate response to insulin. an Late response to 


insulin, with the blood sugar at 50 mgm. %. 


(c) Activity of a bleeding duodenal ulcer. (d) 


Recording made one hour after Probanthine one week after the above recording. 


THe VacAL REFLEX 

The vagus may be stimulated either emotionally 
or electrically in the brain, and these impulses 
affect the stomach. As mentioned earlier, large 
regular three cycles a minute are found in gastro- 
staxis. There is also marked difference in the 
pattern before and after vagotomy. A case in 
point is that of a young woman who had had a 
left hemicolectomy for ulcerative colitis. Two 
years later, as the disease could be demonstrated 
in the proximal colon, a vagotomy was per- 
formed. A recording made some time after this 
operation was remarkably quiet, and during a 
five year follow-up she has had_no recurrence of 
symptoms. 
In view of these findings, further cases were 


studied and we were fortunate enough to have 
a case of regional jejunitis. The patient had a 
two year history, and the diagnosis had been 
confirmed by radiology. An EGG revealed 
marked changes in the P.D. and irregularity of 
rhythm, and the pattern was suggestive of that 
obtained from psychic stimulation. At operation 
the jejunum presented as a turgid loop. There 
was also some involvement of the duodenum and 
the lower jejunum, and a vagotomy was per- 
formed, with subsequent relief of symptoms. In- 
creased activity has been observed in a few 
cases of regional enteritis and entero-colitis. 
Lastly, a group of ulcerative colitis cases was 


studied and showed similar patterns. 
These cases all have one factor in common, 
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that is, the stimulation or hyperactivity of the 
stomach, and presumably of the vagus nerve. 
Before naming this group the “vagal reflex” 
group, let us review the experimental findings in 
animals. If the vagus is stimulated electrically or 
by drugs in the dog or rabbit there is increased 
secretion and augmentation of motility, and if 
stimulation is long continued there is actual 
bleeding from the stomach, the small bowel, the 
right half of the colon and even the kidney. 
When one looks at the recording from a case of 
gastrostaxis, it is obvious that there is extreme 
activity (Fig. 6b). Is this not due to vagal 
stimulation? Believing this to be the case, 
vagotomies have been performed on a group of 
patients suffering from jejunitis, regional enter- 
itis and proximal ulcerative colitis during the 
past five years. The follow-up shows a satisfactory 
relief of symptoms and freedom from recurrence 
of the conditions. Therefore, as the experimental 
work, the clinical work and the electrical patterns 
all correspond I believe it is justified to group 
these cases together under the heading of “vagal 
reflex”, 


Drucs 


The administration of drugs, either stimulant 
or depressant, affects the EGG pattern. In those 
cases with marked activity antispasmodics such 
as atropine, belladonna, hyoscine or phenobarbi- 
tone and the new synthetic ones such as Banthine 
and Probanthine, can be quantitatively assessed 
by means of this instrument (Fig. 10c and d). 
Corresponding studies by chemical gastric 
analysis and radiographic examination have been 
unable to detect the effect of a single dose of 
these drugs. We have recorded changes caused 
by a single dose in 50% of cases where the elec- 
trode wa; in the stomach, 75% when it was in 
the duodenum. When stimulant drugs are used 
(pilocarpine, physostigmine, histamine, Urecho- 
line and insulin) changes are noted rapidly. 
Histamine causes a rise of the P.D. level in both 
normal patients and those who have had a 
vagotomy. Urecholine stimulates muscular con- 
traction, and this is shown in the recording by 
the increase of amplitude. This finding agrees 
with the physiology of muscular contractions 
because acetylcholine is the basis of the phe- 
nomenon. 

Insulin usually causes an initial fall in the 
P.D. without changes in rhythm. Approximately 
half an hour later the P.D. gradually rises above 
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the original level, and there is marked increase 
in the activity, as regards both amplitude and 
frequency. The patients are seen to be sweating 
as they approach insulin shock. The question 
was raised whether the changes in the recordings 
were artefacts due to sweating, rather than an 
expression of gastric activity, This was investi- 
gated using two skin electrodes at different sites 
without the gastric lead. There was a slight 
change in the P.D. but it was not comparable 
in any way with that obtained in the usual 
circuit. Workers using balloon recorders have 
also found that insulin has this effect on the 
movement of the gastro-intestinal tract. We re- 
peated their work using both methods simultane- 
ously, and obtained similar results. When the 
blood sugar curve is estimated after the admin- 
istration of insulin the critical level is found to 
be 50 mgm. %. Below this level all the above 
reactions set in (Fig. 10a and b). 


DISCUSSION 


The title “The Potentialities of the Electro- 
gastrograph” was chosen to suggest its electrical 
potentials, but the future potentialities should 
also be mentioned. By means of multiple chan- 
nel recordings the mechanism of motility may 
be elucidated, and the helical architecture of 
the musculature studied. Similar work on the 
cesophagus, the intestines, the urinary tract (par- 
ticularly the bladder), the uterus, and even the 
arteries may be undertaken. As all these struc- 
tures contain smooth muscle it seems reasonable 
to expect that the slow D.C. electronic amplifica- 
tion will yield valuable information. The other 
metabolic function, namely glandular activity, is 
equally accessible to investigation. 

The demonstration that certain areas of the 
cerebral cortex affect the stomach suggests the 
exploration of the pathways connecting the 
cortex with the autonomic nervous system. 
Furthermore, the effect of emotional states on 
the soma may now be récorded and objectively 
evaluated, The consideration of the character- 
istic pattern of carcinoma of the stomach is of 
great interest. Why is it completely irregular? Is 
there some chemical substance produced by the 
tumour which interferes with the normal neuro- 
muscular mechanism? These questions can not 
at present be answered, but we believe that the 
electrogastrograph and its application to other 
sites will be the means of providing many 
solutions, 
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THERAPEUTIC MANAGEMENT 
OF A PSYCHIATRIC WARD 
IN A GENERAL HOSPITAL 


A. E. MOLL, M.D.,* Montreal 


THE TREATMENT of emotional illness in a psychi- 
atric ward of a general hospital presents mani- 
fold problems, most of them untapped by the 
research workers in the field which we might call 
social psychiatry. My observations have specific 
reference to the small psychiatric ward of the 
Montreal General Hospital consisting of 14 beds, 
a ward which physically does not differ from 
any of the other wards of the hospital but which, 
because of the necessarily different approach 
used in treatment, presents a certain stamp of 
its own. Like other wards it offers an artificial 
setting, a temporary domicile for individuals 
who, because of their illness, have been removed 
from their homes, their friends, work and social 
activities to be exposed to the psychological 
forces of a new social setting in a ward with its 
restrictions of time and space, its regulations, its 
orderliness in a fairly set pattern, subjected to 
varying degrees of permissiveness and authori- 
tarian limits. In the majority of cases the ad- 
mission in itself cf the ill person necessitates the 


*Chairman, Department of Psychiatry, Montreal General 
Hospital. 


adaptation of that individual to a fairly complex 
psychological unit existing at the time in the 
ward, thus adding further anxiety to the already 
existing anxiety due to illness. 


It is true that, perhaps more than in other 
wards, the psychiatric unit is better able to 
dispel some of this anxiety by the reception of 
the patient in terms of a more sympathetic under- 
standing on the part of a well-trained staff and, 
more specifically, the nurses, the student nurses, 
trained attendants, and the interns, coupled with 
a certain amount of relief in the individual pa- 
tient owing to the expectation of help being 
made available, when heretofore he had con- 
sidered his symptoms to be quite unique and 
therefore incomprehensible to others and for the 
samé reason, “incurable.” A certain amount of 
regression to a variable degree may be considered 
as a phenomenon common to most patients, 
whether they be suffering from psychoneurosis 
or psychosis—indeed, common to most patients 
admitted to hospital, irrespective of the illness, 
be it physical or mental. The dominant, self- 
assertive, demanding and impatient business ex- 
ecutive, once admitted to hospital, may and often 
does become a dependent type of individual, 
amenable to any suggestions by the junior in- 
tern, obedient to directions given by the probie 
and orderly, and readily acquiescent in all the 
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orders and instructions offered him by his doctor. 
This may take place even in an individual who 
is not known to be suffering from any specific 
illness, mental or physical, but who is admitted 
to hospital for only a few days’ “annual check- 
up.” Added to the anxieties produced by the new 
environment are the anxieties responsible for or 
accompanying the symptoms which have brought 
the patient to hospital. 

The questions that present themselves in the 
management of a psychiatric ward in a general 
hospital are innumerable and it is obviously im- 
possible for me to survey, even briefly, the 
various aspects which come to mind, such as 
the selection of patients to be admitted, the 
management of such patients, once admitted, the 
approach to be used in the treatment of the 
patient, both by the individual therapist and by 
the psychiatric team, and above all, the manage- 
ment of the group dynamics which, to the 
observant eye, unfold themselves in the inter- 
relationships between patient and patient, patient 
and nursing staff, intern staff, and so forth. I 
therefore will endeavour to limit the scope of 
this paper to a brief outline of the general prin- 
ciples and conclusions which experience of the 
- past three years has tended to crystallize in my 
mind, and which I feel are fertile ground for 
research. At this point I would like to submit 
that the management of psychiatric patients, in- 
cluding the diagnosis, method of treatment, and 
prognosis, is intimately integrated with and de- 
pendent upon the whole of the psychiatric team 
available for the purpose, namely, the nursing 
staff, the resident staff, the psychologist, the 
social service worker, the occupational therapist 
and the senior psychiatric staff. 

A few words on the physical setting of our 
ward. Mention has been made that the ward 
holds in its narrow confines 14 beds (all for 
female patients), a small compact ward having 
one door leading into the hospital corridor, one 
to the bathroom and one to the nurses’ office. 
At first sight it might appear superfluous to give 
a description of the physical aspects of the ward 
and to enumerate the doors leading into and out 
of this little world, and yet in my opinion the 
importance of space in the treatment of psychi- 
atric patients is not usually given its due con- 
sideration. Motility is one of the most efficient 
ways of discharging tension, be the patient a 
psychopath who roams all over the world in his 
irresponsible and impulsive manner, or be she an 





Canad. M. A. J. 
Dec. 1954, vol. 71 


obsessive-compulsive who is under the domi- 
nance of a stern and rigid superego. Most pa- 
tients suffering from psychoneurosis undergo 
ever-increasing anxiety when constricted in a. 
small space, constantly exposed to other patients 
in the inevitable compression of psychological 
forces due to interpersonal exchanges. My advice 
to anyone responsible for ‘the erection of a 
psychiatric hospital or the building of a depart- 
ment or ward is “give the patient space.” I 
repeat, “give them space,” give them space and 
opportunity to roam about, to diffuse their anxi- 
ety by their peripatetic meanderings, I have just 
read the description of a building recently erected 
in Edinburgh as the first Health Centre in Scot- 
land, which so well illustrates what I mean. 


“The visitor approaching the main entrance at the 
junction of the administration and general practitioner 
wings gains a sense of spaciousness. The surrounding 
gardens are unfenced and to the left of the door is a large 
covered veranda, with open fields beyond. Inside the 
door is a large stone-flagged hall of which the com- 
manding feature is a suspended staircase winding up 
without visible means of support except for a spine of 
reinforced concrete. This staircase has a strikingly light 
and gay air, which is heightened by the huge window 
behind it, stretching from floor to roof.” 


This feeling of spaciousness which also finds 
its reflection in the new buildings of the Allan 
Memorial Institute is obviously absent in our 
little ward, and yet the narrow limits of the ward 
present a challenge and may actually be made 
use of constructively in furthering insight both 
to the patient and to the therapists. In such a 
setting condensation takes place, with little op- 
portunity to dispel feelings, the public phone in 
the corridor being the only link remaining to the 
outside world and the interviews with a male 
therapist the only titillation in this small ag- 
gregate of individuals of the female sex. It has 
been our experience that cases of hysteria do not 
show much improvement in this setting, particu- 
larly where the number of patients in the ward 
suffering from psychosexual difficulties goes 
beyond a certain level; indeed, at times the de- 
cision to admit a patient to the ward has been 
influenced by the type of patients already in the 
ward. 

In this day and age of psychiatric sophistica- 
tion one may well deem it superfluous to talk 
about a psychiatric unit in a general hospital. 
After all, isn’t the requirement purely and simply 
one of providing a certain number of beds for 
the care of patients suffering from mental illness 
and of staffing such wrds with personnel com- 
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petent to deal with mental illness? Such provision 
is obviously a necessity but what do we mean 
by competent personnel? Is it men and women 
competent to deal with the management of pa- 
tients undergoing coma or subcoma insulin ther- 
apy, to press the button of the E.C.T. machine, 
and to treat the patients psychotherapeutically, 
either individually or in groups? In my opinion, 
competent staff entails much more than that. It 
entails also a capacity to perceive and to under- 
stand, to correlate and to interpret the daily by- 
plays which unfold themselves to the keen per- 
ceiver in the interpersonal relationships between 
patient and patient, between patients and nurses, 
interns and therapists and the latter to the former 
in all its various combinations. It is through this 
study that the therapist will be able to keep in 
contact with the pulse of the ward, to discover 
previous unknown or less well known forces 
which, if constructively used, will help him to 
treat the patient both individually and collec- 
tively, to train the nurses and interns and junior 
psychiatrists adequately and possibly to prevent 
or at least to arrest the development of deeply 
rutted concepts. 

However, a hospital is a hospital and the 
ritualistic white walls, white beds with bed- 
spreads neatly folded at right angles, constantly 
reflect a certain resistance towards any change 
in the management of the ward, aiding and 
abetting the persistence of old concepts of think- 
ing. How does improvement or lack of improve- 
ment of a patient affect the other patients, and 
the nurses and the doctors? How does the dis- 
charge of a patient alter the homceostatic level 
reached by the collective group? How does the 
daily behaviour of one patient affect the be- 
haviour of the other patients? How does the 
transfer of a patient from the hospital ward to a 
mental institution affect the other patients and 
the whole staff? What psychological effects 
derive from the preferential treatment given by 
one of the nurses to one of the patients, in the 
relationship to other nurses, to other patients, 
and in the relationship of that particular nurse 
to the other nurses? What happens in the ward 
if one or more of the patients receive psycho- 
therapy from the senior psychiatrist, the other 
patients being treated by junior men? What is 
the effect on the ward of friction, even when 


minor, between nurses and nurses, intern and 
interns, 


These and numerous other questions offer them- 


and _ psychiatrists. and psychiatrists? ‘ 
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selves as a challenge to the therapist who is 
motivated towards the understanding of group 
dynamics on the ward, and towards the treat- 
ment of patients no longer restricted to a bipolar 
setting but as members of a group. It is my belief 
that nurses and interns, exposed to such in- 
doctrination, gain ever-increasing insight into the 
main psychological events which constantly take 
place amongst the patients in their group inter- 
reaction. 

The acting out of feelings by the patients, be 
they prompted by libidinal or aggressive drives, 
cannot be constructively dealt with unless under- 
stood, interpreted and made use of in the thera- 
peutic management by the whole of the psychi- 
atric team in its broad sense of the word. With 
this purpose in mind we have followed the prac- 
tice of holding weekly meetings attended by the 
whole psychiatric staff—a group of about 20 
people, inclusive of the nurses in charge of treat- 
ment and of teaching, the psychologist, social 
service workers and occupational therapists. 
Cases are discussed quite freely at these weekly 
conferences and active ventilation on the part 
of the staff is encouraged. An outline of the main 
psychological events which have occurred in 
the ward during the preceding week is presented 
by the resident in his progress notes and this 
serves as the opening theme for discussion. I 
consider this topic of sufficient importance to 
communicate what I mean by citing the observa- 
tions reported by the resident on the ward 
events of three successive weeks, chosen at 
random, namely the weeks ending March 15, 22 
and 29, as follows: 


March 15: “The ward dynamics this week can be 
divided into two stages—the first half of the week and 
the second half. During the first half of the week one 
saw the emergence of a certain anti-nurse faction, with a 
generally high tension level and a feeling of imminent 
but unverbalized revolt, culminating in Mrs. M.’s dispute 
with the junior nurse on night duty on Tuesday. Mrs. 
M. has allied several other patients with her in this 
matter, and many feelings of hostility and resentment 
were expressed. Some of these feelings, of course, were 
displaced from the therapists or other patients on to the 

articular nurse in question, although other parts of the 
eud focused in the patient’s feelings of insufficient pro- 
tection and affection from the nurses in general. 

The second stage—the second half of the week—began 
with the airing of these feelings at the ward group ther- 
apy session, followed by a further session with the pa- 
tients. During this time the whole question came out 
in the open and was discussed at great length in Dr. 
H.’s group. Mrs. M. in particular seemed to feel that the 
nurses were definitely out to be unkind and rude to her. 
Following this rather lengthy airing and verbalizing of 
grievances, the tension seemed to diminish very 
markedly and relations with the nursing staff were again 
established on an apparently mutually satisfactory basis. 
The general cleavage between the young and the old 
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in the ward continues with obvious effect on total 
activity versus individualized or small group activity. 
There is considerable difference of opinion between the 
young group and the older on such subjects as the radio 
being played or not, games, amusement, and noise. This 
seems particularly marked on the ward at present.” 

March 22: “Following last week’s tension with its up- 
heaval, verbalization of hostile and resentful feelings 
towards the personnel in charge of the ward and its 
subsequent subsidence, one’ notes this week a more 
generally relaxed and less tense atmosphere on the ward. 
There seems to be more tendency to take part in the 
various ward activities in larger groups rather than in 
smaller units and individuals. No particular trend of 
feeling has been noted during the past week, other than 
certain mild excitement and confusion with the many 
discharges and the several admissions. The ward as a 
whole seems to react with great feelings of relief to Mrs. 
O.’s discharge, in a similar manner to their reactions to 
Mrs. L.’s discharge several weeks ago. Mrs. M.’s de- 
parture left mixed feelings behind—her place as a 
ward leader will be missed by many of the patients who 
depended on her, but others feel that they will perhaps 
be able to assert themselves more now. The arrival of 
the mysterious Miss X. elicited a general feeling of 
interest and sympathy, along with curiosity,-and she 
seems to receive a fair amount of attention from the 
other patients, who are quite solicitous about her, the 
ee feeling being ‘the poor girl—can’t remember a 
thing’.” 

March 29: “In the absence of Mrs. M. the ward has 
been without a definite group leader and group spokes- 
man, and one notes the tendency to take part somewhat 
more as a whole in the various activities available to the 
ward. There were two disturbing incidents during the 
past week to which the group reacted quite strongly. 
The first of these was Mrs. B.’s ‘confusional state.’ The 
obvious air of urgency reflected in the actions of the 
nursing and medical staff, the procuring of a side room 
and special duty nurses, etc., all tended to call attention 
to something unusual going on. Most of the patients re- 
acted strongly to this, and the most common reaction was 
that of identification—feeling that they saw themselves 
in the same position as Mrs. B., with quite extreme 
tension and anxiety as a result of this. There were other 
comments in connection with this reaction to E.C.T. 
and the rising of the general tension level with regard 
to E.C.T. as a result. Most of the anxiety on this score 
tended to be alleviated the next morning, when Mrs. B. 
returned to the ward, apparently back to normal. 

“The other incident was the development of very 
severe headaches on the part of Mrs. C. and Mrs. F. 
It was interesting to note here that these two patients 
had been very closely associated during their stay on 
the ward, and in general their mood swings and atti- 
tudes have run parallel to each other. It is also interest- 
ing to note that headache as a symptom, and as a means 
of embarrassing and manipulating the ward staff. has 
been displayed by Mrs. B. in rather dramatic fashion— 
a headache which would not respond to anv of the 
known analgesics. Mrs. C. in particular used the head- 
ache as an attention-getting mechanism—one noted a 
cluster of frightened and sympathetic patients around her 
bed, listening to her and wondering why ‘something was 
not done’. In Mrs. F.’s case, one could relate the head- 
ache more closely to strong feelings of hostility to the 
patients and nurses. The strongest feature of these head- 
aches was the demand on the part of the patients them- 
selves, and their friends, that the doctors do something 
more, that the measures hitherto employed were _in- 
effective. The general tension level was greatly raised on 
this account during the last day and a half.” 


Not infrequently the discussion of a case, both 
as regards diagnosis and management, cannot 
be dealt with on an entirely objective basis, 
until the subjective elements of the therapists 
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involved are disposed of by free ventilation and 
consequent gain of insight. These subjective 
factors are partially due to conflicts within the 
therapists themselves and partially due to the 
different roles or concept of roles fulfilled by the 
various members of the staff. The patients, of 
course, are aware, at least to a certain extent, of 
some of the inter-reactions existing in the rela- 
tionship between the various members of the 
staff and often, consciously or unconsciously, 
manage to manipulate the situation and at times 
to derive much satisfaction therefrom. It is ob- 
vious that the recognition of what the patient is 
acting out in the ward-setting in his relationship 
with other people is of great import to therapy 
itself, if adequately interpreted. Quite recently 
a patient was admitted to the ward suffering 
{rom depression and numerous other symptoms. 
Some time ago she had left her stolid, home- 
loving, dull husband, 15 years her senior, in order 
to live quite happily as common-law wife with 
a man who was of less mature age, somewhat 
irresponsible, and frivolous, gay on social activi- 
ties and not very concerned about the future. 
This relationship’ proved quite satisfying so long 
as. her second “husband” remained the play-boy 
type, but as soon as he started to sink imper- 
ceptibly into a dull and uneventful homebody, no 
longer kindled by the spark of instability, symp- 
toms developed in the patient, with acute 
anxiety, depression, doubts and vacillations as 
regards the step undertaken; there was vacilla- 
tion between the feeling of obligation towards 
her previous husband and the uncertainty of her 
carrying on with the present arrangement, a 
conflict which was so artfully illustrated by 
Captain’s Paradise in the movies. 

Similar mechanisms came into play in the pa- 
tient reported and, because a pattern of adapta- 
tion tends to repeat itself, the same mechanisms 
had their play in the ward and in the thera- 
peutic situation. 

This patient -was under treatment by two 
psychiatrists, a senior man and a junior man, 
the latter having the major task of psychotherapy. 
Multiple therapy in this case presented an inter- 
esting problem, as it tended to keep active the 
original conflict in the patient, namely the choice 
between the older husband and the younger 
man, and yet this case was presented for dis- 
cussion at our weekly conference as “an illus- 
tration of the difficulty of treatment of patients 
confronted by so-called realistic difficulties.” 
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DIAGNOSIS 


Patients admitted to the ward run practically 
the whole gamut of psychiatric diagnoses though 
the psychoneuroses predominate over the psy- 
choses, and for this we assign the following 
reasons: (1) Only those psychotic states which 
are expected to respond to treatment in a fairly 
brief period of time are admitted to the ward. 
(2) The admission of psychotic patients is de- 
pendent upon the facilities available in a ward 
which has no locked doors and no single rooms 
for temporary segregation of the patients. (3) 
A psychiatric ward in a general hospital is not 
equipped to take care of chronic psychotics 
though it may, and does, treat patients suffering 
from acute states. It is generally accepted that 
insulin coma therapy is the treatment of election 
for young schizophrenic patients and at present 
the ward is not equipped to give insulin coma, 
though we have undertaken this treatment on 
isolated cases. (4) Not infrequently we admit 
patients for a period of observation and for diag- 
nosis. Greater chances could be taken in the 
admission of these patients if one could rely on 
prompt transfer to a mental hospital, should 
the need arise. Most’ regrettably the various 
mental institutions are going through a very criti- 
cal stage of overcrowding and experience has 
taught us to be more and more cautious when 
recommending the admission to the ward of 
patients who might develop a frank psychosis. 
Not infrequently one or more of the beds have 
been occupied by a psychotic patient for weeks 
or even months, pending their transfer to a 
mental institution, when that bed should have 
been occupied by patients amenable to treat- 
ment in an open ward. The tendency has been 
for mental hospitals, already burdened by over- 
crowding, to give priority to acutely disturbed 
patients existing in the community, rather than 
to patients already under some form of care, or 
at least protection, in a hospital ward, and under 
the circumstances their policy appears to be 
justified. 

As regards the psychoneuroses, one of the 
factors which has to be considered when decid- 
ing whether the patient should .be admitted or 
not is the length of treatment required, since 
the aim of a psychiatric ward in a general hos- 
pital is to take care of as many ill people in the 
community as possible and this necessitates a 
fairly rapid turnover. Our average hospital stay 
for the past year has been approximately 33° 
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days. This factor demands a careful assessment 
of the patient, particularly as regards prognosis 
and also as regards the approach to be used in 
psychotherapy. I am referring to cases requiring 
a fairly intense course of exploratory psycho- 
therapy which might necessitate carrying on the 
treatment for a period of several months. Many 
of our patients come from districts hundreds of 
miles away from Montreal or from centres un- 
equipped to carry on with treatment and for such 
cases it is obvious that the choice of therapy 
has to be somewhat affected by these realistic 
considerations. On the other hand I would like 
to suggest that in some cases a desultory but 
at times adequate form of follow-up psycho- 
therapy may be carried out after discharge of 
the patient by correspondence. This, of course, 
can only apply where the treatment has reached 
a certain stage and where the transference rela- 
tionship can be kept going by this form of 
contact. Research in this field might prove of 
interest. 


DEGREE OF PERMISSIVENESS IN 
Warp MANAGEMENT 


One of the topics which has often come up 
for discussion is the degree of permissiveness to 
be allowed in the management of psychiatric 
patients. This discussion has usually been pre- 
cipitated by demands or requests made by two 
or more patients, such as, for instance, the request 
that the portrait of Osler hanging just outside 
the ward be removed from the wall, since his 
“forbidding appearance” disturbed their sleep. 
It is significant that some members of the staff 
were in favour of such removal, even though 
aware of the fact that the patients involved were 
acting out their hostility to a forbidding father 
figure and presumably to their own therapist. 
How far should one give in to the demands of 
the patients? Is agreeing to their request in the 
interest of therapy or is it unrealistic? The heter- 
ogeneous group of patients on the ward makes 
the decision in isolated instances somewhat diffi- 
cult. For instance,. for depressed patients an 
environment which is too condoning may be 
more harmful than helpful. In a V.A. hospital in’ 
the U.S.A. it was found that treating depressed 
suicidal patients with firmness and a degree of 
severity, almost unfriendliness, was therapeuti- 
cally sound. They are made to scrub floors or 
sand ‘down furniture or to perform similar dull: 
occupations, The theoretical assumption is that: 
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this kind of work symbolizes punishment and 
thus relieves the guilt-ridden patient of the need 
to punish himself by suicide, It also makes the 
patient terribly angry at the doctor—“and when 
the patient blows off and curses the doctor,” 
states the psychiatrist in charge of this treatment 
section of the hospital, “his suicidal depression 
flies out the window and we have an enraged 
person on our hands instead. We have patients 
paint the doctor’s face on the punching bag on 
the porch, beat the stuffings out of it and be 
vastly improved thereafter.” 

Conversely, the patient who has been exposed 
to a violent dictatorial or bossy parent would be 
enabled to experience the kind and considerate 
father or mother figure only in a permissive en- 
vironment. If we translate to the psychological 
field the modern theory of physics that the stars 
do not emit radiation unless there is a receiving 
apparatus at the other end of the beam, one is 
led to the conclusion that the shy, inhibited and 
withdrawn patient will not respond unless the 
environment is an all-giving one, and the good 
results obtained from treatment of the occasional 
patient along the lines of Margolin’s anaclitic 
therapy appear to confirm this. But how far 
should one allow this permissiveness to take 
place in a general hospital ward, particularly 
when one considers the limited time available 
for treatment, most patients being hospitalized 
only for a few weeks? Perhaps the only sound 
conclusion we may reach at the moment is that 
if permissiveness on the ward allows actual re- 
constitution of the patient, such as to enable him 
to face up to his life’s difficulties in a more ma- 
ture manner, then permissiveness is indicated, 
but if permissiveness has been such as to further 
the regressive process of the patient, without 
sufficient time being available to re-synthesize 
the process or learning, then a too permissive 
environment may be deleterious. 


APPROACH USED IN PSYCHOTHERAPY 


_ You may have surmised by now that the gen- 
eral approach used in the treatment of patients 
is what one might call, for lack of a better term, 
a psychoanalytically oriented approach. It is 
difficult enough to define psychoanalysis. It is 
even more difficult to define psychoanalytically 
oriented psychotherapy, particularly where this 
form of therapy is conducted by diverse thera- 
pists having different degrees of psychoanalytical 
sophistication and experience. We have followed 
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the practice of having each patient allotted to a 
member of the resident staff who is responsible 
for individual psychotherapy under the guidance 
of a senior psychiatrist. This procedure cannot 
be defined as a form of multiple therapy, if by 
such terms we mean treatment by interview of 
one patient by more than one therapist, a pro- 
cedure which appears to give some good results 
at Chestnut Lodge. However, some of the 
principles of multiple therapy do find applica- 
tion in our group psychotherapeutic sessions 
which are so managed as to deal with group 
dynamics at different levels, one group being 
carried by the nurse in charge of the ward, 
another group by a member of the resident staff, 
and a third group strictly along psychoanalytic 
lines by the analyst on our staff. Some of the pa- 
tients attend all three groups and thus relate 
themselves to three therapists, each one of them 
following a different approach. This multi- 
transferential approach may be quite beneficial 
to the patient, apart from the fact that it is made 
necessary by the different types of patient we 
have in the ward and by the different degrees of 
experience of the members of the staff. The rela- 
tionship, of course, of the patient to the therapist 
will be on different strata. It is obvious, for 
instance, that the relationship to the social ther- 
apist will be on a different stratum from that to 
the psychoanalyst. Further research into the 
various strata of transferences would seem to be 
indicated. Those interested in the topic would be 
well advised to read the book “Psychotherapy 
Theory and Research” by O. H. Mowrer,! and 
the article by George Saslow (Annual Review of 
Psychology, 5: 1954), who states as follows: 


“Since apparently clearly defined therapeutic orienta- 
tions are so difficult to sustain in their initial forms, the 
interesting question arises whether factors common to 
the various orientations exists which may be more rele- 
vant to the therapeutic process experienced by the pa- 
tient than the philosophy or technique of the orienta- 
tion”; and further, “The conclusions that the essential 
aspects of the therapeutic relationship are a more ele- 
mental component in therapy than methods or techniques 
and that good therapeutic relationships are primarily a 
function of expertness and are independent of school 
make one skeptical of the virtues claimed for new tech- 
niques, especially when unsupported by some kind of 
evidence beyond assertion. The conclusions also direct 
attention to the need for more explicit definition of 
“expertness’, “good therapeutic relationship’, etc.” 


A Frew GENERAL OBSERVATIONS ON THE 
COMMUNITY 


The main function of a general hospital is to 
give service to the community, and the question 








Canad. M. A. J. 
Dec. 1954, vol. 71 


that comes to mind is “how much service is the 
psychiatric department providing to the com- 
munity?” There is still a tendency, particularly 
amongst the younger men, to consider the in- 
dividual patient as an individual more or less 
isolated from other individuals and yet no indi- 
vidual is what he is nor can his behaviour be 
understood unless one constantly bears in mind 
the intimate interrelationship existing between 
that individual and other individuals in his im- 
mediate environment, and indirectly in the com- 
munity. How much are we really doing for our 
patients? Let us assume that with successful 
therapy we have transformed an insecure, de- 
pendent, passive type of individual into one who 
is more self-assertive and self-confident. What 
happens not only to that individual but to the 
individual’s family, once the patient is discharged 
from hospital? Let us take, for instance, the 
case of a wife who has been unable to cope with 
a dominant husband except through a pattern 
of extreme dependence and submission. Her de- 
pendency might indeed have been the main 
source of attraction to this particular man and 
possibly the main reason for his marrying her. 
Indeed, so long as she was able to adjust in 
her dependent manner, chances are that the 
marriage was quite adequate to both parties. 
Under this form of submissive behaviour by the 
wife, everything was fairly serene until the 
defence mechanisms, for various reasons, became 
weakened and decompensation took place with 
the production of symptoms requiring the admis- 
sion of the patient to the ward. Speculatively, 
one may well wonder whether the patient's 
symptoms were really a sign of mental ill health 
or a sign of incipient maturity. However, what- 
ever the precipitating factors, improvement of 
the patient rests in her actually being encouraged 
to take a more active part in life, in allowing 
some of her intense repressed hostility to come 
to the surface, assuming that the whole organi- 
zation of the ward is equipped to understand 
the psychodynamics of the case. Under this man- 
agement the symptoms, be they depression or 
phobic states, may gradually disappear and the 
patient, less infantile in her reactions, is then 
discharged, and the husband is now confronted 
by a new creature, a partner whom he can no 
longer dominate, at least to the same extent. His 
own sense of insecurity which demanded an 
aggressive, assertive and overly-dominant com- 
pensating mechanism on his part, is now threat- 
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ened and the homeeostatic level which had been 
reached by these two individuals, not individu- 
ally but collectively, and which up to the time 
of the onset of symptoms was fairly satisfactory, 
is now disturbed. Undoubtedly the husband or 
wife, mother, father, aunt or uncle involved in 
the case will have been indoctrinated by a few 
interviews with the therapist during the hos- 
pitalization of the patient. But is this enough? I 
am sure you have all encountered the case of 
husbands and wives who appear to alternate 
in their illness, one of them being sick and the 
other one being well, till the role changes and 
the sick one gets well and the healthy one 
becomes sick. 

This topic presents some interesting angles 
and should obviously be the object of further 
study. No doubt the homeeostatic level reached 
by the family group prior to the onset of symp- 
toms of one of the members was rather pre- 
carious and the home economy was sufficiently 
disturbed by the illness to invite the husband to 
adjust to a wife who, though more self-assertive, 
is at least free of symptoms. However, one can- 
not help speculating on what would happen to 
the community if suddenly we discovered a 
prompt cure for the schizophrenias and all 
schizophrenic patients, at present in mental hos- 
pitals, were to be suddenly discharged and re- 
turned to their families. 


SUMMARY 


The aim of this paper has been to outline some 
of the problems encountered in the management 
of the psychiatric ward in a general hospital. 
Stress has been given to the following points: (1) 
therapy of the patient can no longer be restricted 
to a bipolar relationship between patient and 
therapist, (2) therapy entails the study of the 
patient’s behaviour in his relationship with other 
people, and the whole psychiatric team has to 
play an active part in the treatment process. This 
active participation on the part of the psychiatric 
staff, both on the verbal and non-verbal level, 
can be an effective therapeutic tool, provided 
one is equipped to make constructive use of the 
psychological forces which come into play at all 
times in the relationship between patients and 
patients, and patients and staff in all their 
various combinations. 
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THE PRESENT DAY concepts of the pathogenesis 
of atherosclerosis have been built upon autopsy 
studies in man and experimental animals. The 
drawback of this reliable approach to the prob- 
lem is that the atherosclerotic process can be 
visualized only at one point in time in a given 
case. Nevertheless, by integrating all the facts 
from a large autopsy series, some idea has been 
gained as to the nature of early and late lesions. 
However, the fate of an individual plaque has 
never been followed during life, and there is thus 
little accurate knowledge as to the rate of pro- 
gression of the disease, nor is it known definitely 
whether spontaneous regression ever occurs. 
This failure to visualize the atheromatous plaque 
from time to time during life has placed the 
assessment of aggravating or ameliorating factors 
largely upon subjective or, at best, non-specific 
grounds. 

Perhaps the closest approach to a feasible 
periodic study of the vascular tree has been by 
ophthalmoscopy. This method has been exten- 
sively reviewed and although it permits direct 
visualization of the fundal vessels, certain objec- 
tions have been raised.! The type of vessel ob- 
served in the retina is of arteriolar rather than 
arterial calibre, and only the external aspect is 
seen. Furthermore, in the great majority of cases 
of atherosclerosis there are no visible athero- 
sclerotic plaques in the retinal vessels. Oph- 
thalmoscopy is considerably more valuable in 
studying hypertensive vascular disease than it is 
in the assessment of atherosclerosis. 

Other criteria used to assess atherosclerosis 
have in actual fact been only observations of 
secondary phenomena. Changes in symptoms, 
skin temperature, digital blood flow and electro- 
cardiogram are all influenced by many factors 
other than atherosclerosis; they therefore fall 
short as accurate criteria of the disease. The 
relationship of biochemical studies to athero- 
sclerosis is even more uncertain. 
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To overcome these difficulties it was decided 
to study the femoral and popliteal arteries by 
serial arteriography. In this way, using a 
standard x-ray technique, it is possible to ob- 
serve the natural history of atherosclerotic 
plaques. The effect of influencing factors upon 
the disease can likewise be evaluated. In a patho- 
logical study of the femoral and popliteal arteries 
previously reported,’ it was noted that athero- 
sclerosis in these arteries was uniformly associ- 
ated with atherosclerosis elsewhere. Thus of the 
152 cases studied at autopsy, 27 had had a myo- 
cardial infarction at some time, and none of 
these 27 was free of atherosclerosis in the thigh 
vessels. Aortic atherosclerosis likewise tended to 
parallel the atherosclerosis of these lower limb 
vessels in degree. Dow’ in his detailed examina- 
tion of all the main arteries in the body, noted 
that the abdominal aorta, and common iliac, 
femoral and popliteal arteries were more ex- 
tensively affected than any other vessel. A large 
combined x-ray and pathological study made by 
Lindbom‘ revealed that thrombosis of the lower 
limb vessels is considerably more common than 
coronary thrombosis in the older age group. On 
these grounds it may be taken that the degree of 
atherosclerosis in the femoral and _ popliteal 
arteries is a reliable indication of the degree of 
atherosclerosis likely to be present elsewhere. 


MATERIAL AND METHODS 


The patients studied by arteriography were 
selected from the Queen Mary Veterans’ and St. 
Anne’s Hospitals. All were men, varying in age 
from 55 to 77, with an average age of 64 years, 
and were those who had shown many of the 
clinical manifestations ordinarily considered to 
be associated with atherosclerosis. Frequently 
the cases had been clinically diagnosed as 
“generalized atherosclerosis.” 


Bilateral femoral arteriography was performed 
in all cases. Premedication included Seconal gr. 
114, atropine gr. 1/150 and morphine gr. 1/6 to 
14, given half to one hour before the procedure. 
No local anzsthesia was used, as this was found 
to make arterial puncture more difficult. In spite 
of this, there was only slight pain during the 
insertion of the needle. A preliminary test dose 
of 35% Diodrast was given to all patients, 0.5 


_c.c, being injected intravenously 15 to 20 minutes 


prior to the intraarterial injection. No instance 
of sensitivity to Diodrast was encountered. The 
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patient was supine with the feet strapped to 
an inverted T shaped splint. The heels and toes 
were held snugly against the upright, thus ensur- 
ing the same projection on repeat arteriograms. 

The technique of injection was modified from 
that of Lindbom.‘ After preparation of the skin 
with iodine, the point of maximum pulsation of 
the femoral artery was located at the inguinal 
ligament and fixed between two fingers. An 18- 
gauge 214-inch (6.25 cm.) needle with stilette was 
inserted, bevel up, in a retrograde direction, 
entering the skin about 14 inch below the in- 
guinal ligament and penetrating to a point where 
the arterial pulsation was transmitted to the 
needle. In most cases a distinct give was felt 
when the artery had been pierced and this was 
accompanied by slight pain. A definite arterial 
spurt after withdrawing the stilette confirmed 
the insertion. The needle was then rotated 
through 180° so that the bevel was parallel to 
the posterior arterial wall, and then threaded up 
1 to 2 cm. to avoid extravascular injection. With 
both needles securely in place, 20 c.c. of 35% 
Diodrast was injected simultaneously into both 
arteries from 50 c.c. syringes ‘equipped with 
stopcocks, polyethylene tubing and Luer locks. 
The injection lasted about 7 seconds and was 
accompanied by fairly severe but transient pain 
followed by a burning sensation passing down 
into the legs and feet and lasting 20 to 30 
seconds. This was followed by visible flushing of 
the skin of the legs in some cases. Meanwhile 
5 to 7 x-ray films 14” x 17” (35 x 42.5 cm.) were 
exposed with a cassette changer at 114 second 
intervals, starting when about 10 c.c. of the dye 
had been injected. The needles were then im- 
mediately withdrawn and firm pressure was 
applied to the site of injection for 2 to 3 minutes. 
The only complications encountered were oc- 
casional small hematomas at the injection site 
which absorbed without sequelz. At the outset 
of the study, several extravascular injections 
were made without any complications. Fig. 1 is 
a typical bilateral arteriogram. 

Those cases in which there was arteriographic 
evidence of intimal plaques were then divided 
into two groups. One was followed up with a 
view to studying the spontaneous changes oc- 
curring in arteries, while the other group was 
used for the assessment of therapy. All the cases 
in the two groups were reviewed clinically in 
detail, with particular reference to the vascular 
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system. A record was made of these findings, 
paying attention to the extent of such symptoms 
as intermittent claudication and angina pectoris. 
In addition, plasma cholesterol levels were deter- 
mined in most of the cases at the outset and 
during the study. 

None of the patients, with the exception of 
diabetics, was given any special diet. The treated 
group were given 500 mgm. of ascorbic acid 
orally three times a day but otherwise were the 
same as the control group. 





Fig. 1.—A typical bilateral femoral arteriogram. Note 
the numerous atheromatous plaques. 


After various periods of time ranging from 
2 to 6 months, arteriography was repeated using 
the same standard technique. The original 
arteriograms were then compared with the later 
ones and any changes noted, In order that judge- 
ment on this matter would be unbiased, one of 
us (A.W.L.) made this decision without knowing 
to which group a particular case belonged. The 
estimation of the progression or regression of the 
disease was based upon changes in the size of 
the intimal plaques. 

Besides observation of the plaques, certain 
other interesting phenomena were studied, in- 
cluding the development of collateral vessels, 
occlusion of pre-existing channels, recanalization 
of thrombi and the occurrence of post-stenotic 
dilatation distal to a plaque. 
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TABLE I. 





RESULTS OF SERIAL ARTERIOGRAPHY IN CONTROLS 





























Time Cholesterol Mgm. % 
Case observed Changes — -—— 
age Diagnosis in days in plaques before after Symptom changes 
1 Severe peripheral atherosclerosis 176 2 plaques bigger Impending gangrene 
72 2 unchanged 
2 Severe peripheral atherosclerosis 70 4 plaques bigger ; 332 290 No change 
74 multiple small 
plaques un- 
changed 
3 Diabetes 70 No change 240 278 No change 
63 
4 Atherosclerotic heart disease, 82 No change 216 232 No change 
77 diabetes 
5 Severe periph. atherosclerosis 172 1 plaque bigger Required amputa- 
59 tion 
6 Diabetes 192 No change 332 287 No change 
62 
TABLE ILI. 





RESULTS IN Group GIvEN AscorBic AcID 
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Time Cholesterol Mgm. % 
Case observed Changes ———— —— | 
age Diagnosis in days plaques before after Symptom changes 
7 Severe atherosclerotic heart dis. 62 3 plaques bigger 350 262 Died 1 mo. later of 
69 2 unchanged pneumonia 
8* Severe periph. atherosclerosis 172 2 plaques 375 360 No change 
59 Amp. left. smaller 
9 Periph. atherosclerosis. Imp. 136 3 plaques Claudication 
72 gangrene smaller, decreased 
3 unchanged 
10* Old myocardial infarction 125 2 plaques bigger 323 287 No change 
58 several unchanged 
11 Diabetes. Xanthomatosis. Ang. 110 7 plaques 312 216 Xanthomata softer 
56 pectoris A smaller 240 and less painful, but 
7 unchanged 340 same size 
13° Hypercholesterolemia. 105 6 plaques bigger 560 to 485 No change 
64 Old myocardial inf. ‘2 unchanged: 435 
13 Old myocardial inf. Cerebral 116 5 plaques 258 255 No change 
65 thrombosis - unchanged 
14 Diabetes. Old myocardial inf. 96 1 plaque smaller 255 312 No change 
61 multiple 
unchanged 
15* Diabetes 100 1 plaque smaller 221 248 No change 
55 6 unchanged 
16 Angina pectoris 155 3 plaques smaller 292 390 Angina much less 
63 multiple 
unchanged 


*These cases in error each had a period up to 3 weeks without therapy. All the others had continuous therapy. 
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Fig. 2.—The arteriographic evidence of enlargement of intimal plaques in case 12. Arterio- 
gram (a) is the initial one while (b) is the repeat arteriogram 105 days later. 





Fig. 3.—The arteriographic evidence of diminution in size of an intimal plaque in case 11. 
Arteriogram (a), is the initial one while (b) is the repeat arteriogram 110 days later. 


RESULTS 


The appearance of the opacified vessels on 
different examinations was amazingly similar. 
The thrombosed portions were always similarly 
located; the profunda femoris always showed 
the same relationship to the main vessels and 
provided an opportunity to compare rotation in 
subsequent examinations. The atheromatous 
plaques that were visualized on one examination 
could always be identified on subsequent ex- 
aminations The plaques were most common in 





the region of Hunter's canal and the upper 
popliteal artery and varied in length from a few 
millimetres to 2 to 3 cm. The deeper ones were 
most easily identified and showed the more 
dramatic changes while the more shallow ones 
usually showed little change on different examina- 
tions. In areas where the femoral artery was com- 
pletely thrombosed, the same collateral circula- 
tion was demonstrated on later examinations. It 
is interesting to note that spasm was never en- 
countered during the course of arteriography. 





The serialographic films taken over a 714 second 
period demonstrated successful filling of the 
same vessels on repeat examinations, The degree 
of rotation in subsequent arteriograms matched 
well with the originals. 

Table I shows the results in the control group 
while the results .of ascorbic acid therapy are 
demonstrated in Table II. 

Fig. 2 illustrates the arteriographic evidence 
of progression of an atheromatous plaque in case 
12, while Fig. 3 shows the improvement in 
case lI. 

Cases 1 and 5 were followed up for a time 
as controls and a second arteriographic study was 
made, They were then placed on treatment as 
cases 9 and 8 respectively and a third x-ray study 
was made after an interval of treatment. Case 
15 was always in the treated group but was 
reviewed by arteriography on three occasions. 

It will be seen from the tables that intimal 
plaques may enlarge or become smaller, change 
being restricted to only some of the plaques 
visualized in a given case. Regression and pro- 
gression of plaques were never found co-existent 
in the same case. Without treatment none of the 
6 cases improved; 3 cases deteriorated while 3 
were unchanged. In the treated group, 6-out of 
10 cases improved while 3 became worse and 1 
was stationary. The development of post-stenotic 
dilatation distal to a plaque was observed only 
once (Case 1). 

Although old occlusions were observed radio- 
logically several times, recanalization was not a 
striking feature. The channel was never observed 
to increase in calibre between examinations. 
Collateral vessels formed a much more prominent 
source of blood supply following occlusion. No 
entirely new plaques were seen to develop during 
the period of observation. 

There was a correlation between the arterio- 
graphic changes and the signs and symptoms in 
only some of the cases. The plasma cholesterol 
levels failed to fluctuate in relation to the changes 
in the plaques. 


DIscuSsION 


Except for a single case reported by Lindbom,* 
this is the first time that the evolution of athero- 
matous plaques has been observed over a period 
of time. Not only have:the plaques been. demon- 
strated, but they have beén followed up and any 
changes noted in them. It is true. that, in: the 
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projection employed, the plaques situated along 
the medial and lateral walls of the arteries were 
best visualized and those along the anterior and 
posterior walls were indistinct. However, by 
standardizing the method, on all subsequent ex- 
aminations the same plaques were demonstrated. 
The period of observation so far has been short, 
but it is believed that it has been possible to 
visualize the same atheromatous plaques in the 
same patient on different occasions even though 
slight rotation of the limb was sometimes un- 
avoidable and the relationship of the vessel to 
the femoral shaft changed a little. The fact re- 
mains that on some of the patients it has been 
possible to take three different arteriograms at 
various time intervals, and some of the plaques 
have remained perfectly constant in outline while 
other plaques along the same vessel showed a 
change. 


From these serial arteriograms it may be ap- 
preciated that atherosclerosis is not always a 
slow and inevitably progressive disease. Plaques 
may enlarge or become smaller with surprising 
rapidity. The fact that only some of the plaques 


.in a given case are seen to progress in the 


interval of observation is evidence in favour of 
the importance of local rather than systemic 


etiological factors. This local factor is most 
likely partly mechanical in nature, as outlined 


in a previous paper. Intimal hemorrhage is very 
common® and plays an important part in en- 
larging the plaque in which it occurs.* Although 
there is no proof, it would seem likely that in 
the present series some of the instances of en- 
largement of plaques are attributable to intimal 
haemorrhage. 

Of major importance is the observation of re- 
gression of plaques. Regression of plaques in 
cholesterol-fed herbivorous animals is said to be 
very slow when cholesterol feeding is dis- 
continued.” This is probably due to the pro- 
longed persistence of the etiological factor, 
namely hypercholesterolemia. In the dog, on the 
other hand, hypercholesterolemia passes off in 
less than a week from the cessation of chol- 
esterol feeding and regression of lesions is 
rapid.® The report of regression of atherosclerotic 
lesions in human subjects dying of wasting dis- 
eases® is speculative, as the arteries were seen 
only at one point in time. Furthermore advanced 
atherosclerotic plaques are a striking feature of 
the arteries of. victims. of malnutrition.’ 
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In the six control cases in this present study, 
spontaneous regression was not observed. The 
number of cases is obviously too small to warrant 


the conclusion that such regression never occurs. - 


THERAPY IN ATHEROSCLEROSIS 


Several forms of therapy have proved effective 
in inhibiting the development of atherosclerosis 
in animals subjected to cholesterol feeding. Ces- 
sation of cholesterol feeding is followed by some 
regression of lesions as previously nientioned. 
Desiccated thyroid has been shown to inhibit 
atherosclerosis in cholesterol-fed rabbits.’' Corti- 
sone,'? alloxan,!* and heparin’ all have the 
same beneficial effect. CEstrogen therapy, while 
promoting atherosclerosis in the chick aorta, 
exerts a sparing effect on the coronary arteries of 
the same animal.’® Finally certain wetting 
agents have been shown to protect the artery 
from hypercholesterolzmia.'® 


Recently it has been shown that ascorbic acid 
deficiency in guinea-pigs is followed rapidly by 
atherosclerosis without cholesterol feeding.’’ 
Parenteral ascorbic acid has a protective effect 
against atherosclerosis in the cholesterol-fed 
guinea-pig.'” 

In searching for a feasible form of therapy for 
atherosclerosis in man, the results in experi- 
mental animals have naturally been the guide. 
Many of the forms of therapy described can be 
discarded at once because of undesirable side 
effects. Low cholesterol diets are at present very 
popular. The rationale for their use is based 
upon the fact that cholesterol feeding with sub- 
sequent hypercholesterolemia results in athero- 
sclerosis in some animals. However the hyper- 
cholesterolemia and _ reticulo-endothelial lipid 
deposits have no counterpart in the usual case of 
atherosclerosis in man.'* An objective assessment 
of the efficacy of the low cholesterol diet in 
human atherosclerosis has not yet been reported. 

Heparin has been tried in atherosclerosis, 
again because of its value in the cholesterol-fed 
animal. It does not produce regression of lesions 
in the rabbit’ but does inhibit their develop- 
ment.'t This treatment is not without its side 
effects'® and studies in man based upon sympto- 
matic relief in angina pectoris have shown no 
improvement.’® 


Ascorbic acid therapy has been combined with 
rutin in an uncontrolled study of atherosclerosis 
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in man and the results based on symptomatic 
grounds were favourable.”° 

The rationale for ascorbic acid therapy is 
based upon studies of the pathogenesis of athero- 
sclerosis." 72 Gross depletion of ascorbic acid 
has been demonstrated to be frequent in human 
arteries at autopsy.”? Ascorbic acid deficiency in 
guinea-pigs is accompanied by rapid deposit of 
lipid in the intima of arteries morphologically 
These 
lesions occur at normal plasma cholesterol levels 


identical to human _atherosclerosis.‘” 


and are not accompanied by lipid deposits in 
the reticulo-endothelial system. The concept of 
atherosclerosis as a lesion of the intimal ground 
substance localized at points of mechanical 
stress, as suggested by Virchow and Aschoff,?* 
is incorporated in the atherosclerosis of ascorbic 
acid deficiency.” Finally the lipid accumulation 
in the arteries would seem to be related to the 
increased rate of incorporation of C™ acetate 
into cholesterol which occurs in ascorbic acid 
deficiency.”4 

Ante-mortem ascorbic acid therapy is capable 
of making good the ascorbic acid deficiency 
observed in the arteries at routine hospital 
autopsies.” Although parenteral ascorbic acid 
therapy is considerably more potent in inhibit- 
ing the atherosclerosis of cholesterol-fed guinea- 
pigs,’? it has certain practical drawbacks. For 
this reason oral therapy for long term studies 
was employed. No toxic effects have been re- 
ported from the use of oral ascorbic acid, nor 
were any observed in this study. The dose chosen 
was based upon the studies of ascorbic acid 
absorption and saturation as described by 
Faulkner et al.?*> and Todhunter et al.?° The aim 
was to ensure continuous saturation of tissues 
with ascorbic acid, 

The results in this present study of ascorbic 
acid therapy in human atherosclerosis as fol- 
lowed by serial arteriography are encouraging. 
Once again it must be pointed out that the 
series is small and that final conclusions must 
await studies carried out for a longer time with 
more cases added: This is being done, and the 
present review is to be considered as a pre- 
liminary report. 
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Fig. 4 illustrates the results of ascorbic acid 
therapy in a male of 30 suffering from xanthoma 
tuberosum and a myocardial infarction. No study 
was made of this patient’s arteries because of 
technical difficulties. Successful therapy of 
xanthomatosis has been reported in a case of 
myxcedema after administration of thyroid and 
a low cholesterol diet?’ and is said to follow 
heparin therapy.”* 


SUMMARY AND CONCLUSIONS 


1. The problem and the importance of study- 
ing atherosclerosis objectively during life are 
outlined and serial arteriography is suggested as 
a method of study. 

2. Evidence is set forth to indicate that femoral 
and popliteal arteriography is a useful means of 
estimating the degree of atherosclerosis likely to 
be present throughout the body. 

3. The method of serial arteriography is de- 
scribed. 

4, The development of thrombosis, collateral 
vessels, recanalization of thrombi and _post- 
stenotic dilatation distal to a plaque is discussed. 


5. Both progression and regression of plaques 
are observed to occur over relatively short 


periods of time. Progression and regression did 
not co-exist in the same cases during one period 
of observation. 

6. Various forms of therapy in atherosclerosis 
are mentioned and some of them discussed. 
Serial arteriography is suggested as a means of 
assessing therapy. 


7. The rationale for ascorbic acid therapy is 
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: Fig. 4.—The results of ascorbic acid therapy in the case of xanthoma tuberosum described 
in the text. The pictures were taken (A) before and (B) after 5 months of therapy. 
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briefly outlined as based upon previous studies 
of the pathogenesis of atherosclerosis. 

8. Preliminary results of ascorbic acid therapy 
in human atherosclerosis are encouraging. 
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COMPULSORY TREATMENT OF 
TUBERCULOSIS 


J. E. HILTZ, M.D., D.P.H.,* Kentville, N.S. 


By COMPULSORY TREATMENT of tuberculosis is 
meant the confining, by legal action, of infectious 
cases of tuberculosis to hospitals and sanatoria 
for the protection of other members of the com- 
munity if legal measures are required to effect 
this end. 

When a person is mentally incapable or re- 
fuses to refrain from reckless living processes 
which may endanger the well-being, life or 
liberty of others, the state has always invoked 
legislation to control the situation. For many 
years, there have been laws to control the ob- 
viously psychiatric, suicidal or homicidal person. 
In more recent years, it has become apparent that 
less obviously mental patients may nonetheless 
be homicidal or act in a manner to endanger the 
life and limb of other people. This has led to 
legislation governing motor traffic, the trans- 
portation of firearms by hunters, the proper 
labelling and dispensing of poisons, the construc- 
tion of electric wiring and plumbing facilities, 
restaurant sanitation and the innumerable phases 
of our complex civilization which have had to be 
controlled for the protection of the general 
public. 

It is rather difficult to justify our great tardi- 
ness in realizing that the patient with positive 
sputum who refuses to accept treatment or con- 
duct himself in a manner so as not to prejudice 
the health of others is just as much a danger as 
the reckless driver. Indeed, he is a greater 
menace becauuse the dangerous driver usually 
comes to a full stop when he has had one bad 
accident and in this he suffers as much as his 
victim. The chronic open case of tuberculosis, 
however, may go on for years infecting innocent 
members of his own family, associates at work, 
and friends. Recently, in a small community in 
Nova Scotia, one such case! is presumed to have 
been the cause of 24 other persons developing 
tuberculosis, two with fatal outcome. Should 
such patients be allowed their freedom to com- 
mit mayhem among the general population! 

The questions have been asked: “Why confine 
such legislation to pulmonary cases only?”, 
“Why compel such people to go to a sanatorium 








*Medical Superintendent, Nova Scotia Sanatorium. 
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when there are not enough beds to look after 
all the known ‘open’ cases of the disease in the 
community?”, and “Why force the breadwinner 
into a sanatorium only to leave his family to 
starve and so suffer the pangs of malnutrition?”. 


In the first place, draining sinuses and infected 
urine are rarely a menace to others. Legislation 
must be designed for the protection of a patient's 
associates. If the patient wishes to do harm to 
himself by not accepting treatment that should 
be his own right provided he does not endanger 
others while so doing. Open pulmonary cases, 
however, may spread their contagion over great 
areas in the course of a day's travel from home 
to work and to recreation. 


Secondly, it may seem anomalous to confine 
by legislation one open case of tuberculosis to a 
sanatorium when there are three or four other 
known open cases left in the same community 
because sufficient treatment beds are not avail- 
able to provide care for all. The answer lies in 
the fact that many “open” cases may carry on 
safely at home without danger to others if they 
are intelligent and co-operative. Compulsory 
legislation is designed to control only those pa- 
tients who are unable or unwilling to conduct 


‘themselves in a manner which will not prejudice 


the health of others. 

Thirdly, such compulsory legislation can be 
operative on a humane level only if there is ade- 
quate social welfare such as “mothers’ allow- 
ances” which will provide for the care of the 
tamily when the breadwinner is compelled to 
enter an institution for treatment. 

The Act: In Nova Scotia, Part II of the Public 
Health Act was devised to provide compulsory 
treatment for patients with “open” tuberculosis 
when needed. It became law on April 24, 1948. 
It was not until September 15, 1949, that the 
first patient was committed under this portion of 
the Public Health Act. 

It is of some interest that the Act defines “open 
tuberculosis” as all cases of pulmonary tuber- 
culosis producing sputum containing tubercle 
bacilli and also all cases of tuberculosis other 
than the pulmonary form in which tubercle 
bacilli are found in the discharge from the dis- 
eased tissue. The second part of the definition is 
supplied for completeness and in case it should 
be required for some unusual circumstance. It 
has not been required to date. Also, section 128 
of the Act makes it possible to compel a patient 
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to submit to a physical examination if it is sus- 
pected that he has tuberculosis. The local medi- 
cal officer of health and the Divisional Medical 
Health Officer must sign the order. for the 
examination and specify the nature, time and 
place of the examination. 

In regard to compulsory treatment, any medi- 
cal health officer, or with the approval in writing 
of the Minister (of Health), any qualified medical 
practitioner may make a complaint or lay an 
information in writing and under oath before 
a magistrate, charging that the person named: 
(a) is suffering from open tuberculosis; and (b) 
is unwilling or unable to conduct himself in such 
a manner as not to expose other persons to 
danger of infection; and (c) refuses to be ad- 
mitted to, or remain in, a sanatorium or hospital, 
or has left a sanatorium or hospital against ad- 
vice of the superintendent thereof. 

The magistrate may then direct that the person 
be brought before him. If he finds that the com- 
plaint is just and the information true, he shall 
order the person named to be admitted to and 
detained in a sanatorium for such period not 
exceeding one year as the magistrate may deem 
necessary. During the last 30 days of this 
sentence, the persém may again be brought 
before the magistrate and, if necessary and ad- 
visable, be sentenced to confinement for another 
year. The superintendent of any sanatorium has 
authority to direct the transfer of any such pa- 
tient under police escort to any other institution 
for the purpose of providing specialized treat- 
ment or care required by the patient. A certifi- 
cate that sputum is positive regularly signed by 
a qualified laboratory director is acceptable evi- 
dence of “open tuberculosis” under this Act, 
which does not require the director to give this 
evidence in person. All expenses for the pro- 
ceedings under the Act are defrayed out of the 
consolidated revenue fund of the Province. 

Results.—It is now almost five years since the 
first person in Nova Scotia was committed to a 
tuberculosis hospital under the Act. The institu- 
tions concerned were not happy about having to 
act as “local jails.” It was felt that it would add 
a stigma to the treatment of tuberculosis and 
might discourage other good patients from ac- 
cepting it voluntarily. Such has not been the 
case. At first, a locked room, fireproof and mainly 
soundproof, was provided at both Point Edward 
Hospital and the Nova Scotia Sanatorium. As 
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the demand increased, additional rooms had to 
be provided. At the present moment at the Sana- 
torium, there are three such rooms. 


In 1952, it was decided to remove these 
troublesome patients from our regular institu- 
tions and so a special detention building was 
reconstructed out of an unused cable station on 
the grounds of Roseway Hospital, in Shelburne, 
at the southern end of Nova Scotia. This is a two- 
storey cement building with cement floor, 
completely fireproof and escape-proof, with 
accommodation for approximately eight persons 
plus quarters for orderly staff. The first patients 
were admitted there on June 23 of that year. 

Orderly service is provided around the clock. 
Antimicrobial therapy is administered as indi- 
cated. Special diets and pneumothorax treat- 
ments are available if required. The building 
itself is attractive and is situated far enough 
from the main hospital building so that the noise 
will not disturb the 125 tuberculosis patients 
for whom accommodation is provided there. 
Patients do not like to go to this detention unit 
because most of the inmates are from other 
parts of the province and they are so isolated 
there from friends and home contacts. Since 
this detention unit was opened in Shelburne, the 
isolation rooms at the Nova Scotia Sanatorium 
have been used only rarely and not at all for over 
a year. 

The policy now followed is for the medical 
superintendent to have a talk to each new 
person admitted to the Nova Scotia Sanatorium 
under court order. It is explained to the patient 
that the law has taken its course and that both 
the patient and the sanatorium staff are duty 
bound to abide by the regulations. The patient 
is further told that he is to be placed in a regular 
ward with voluntary patients and that he will be 
treated exactly the same as they except that 
he cannot be granted leaves of absence. He is 
told further that as long as he co-operates this 
will continue but that if he runs away or if he 
fails to abide by the rules of the institution he 
will be sent immediately to the detention unit 
at Roseway Hospital. Furthermore, this policy 
is followed. The patients do not want to go to 
Shelburne so they cause little trouble. 

From September 15, 1949, to May 15, 1954, 
52 patients, including six women, have been 
sentenced and treated under the Act. During 
this period approximately 3,500 patients were 
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admitted or readmitted to institutions for care 
of the tuberculous in Nova Scotia. The 52 court 
order cases represent 1.5% of this group. The 
women do not present a great behaviour prob- 
lem once committed and none have been sent to 
the detention unit. Indeed, no suitable accom- 
modation is available for them there. The federal 
authorities have co-operated fully and so five 
Indian patients have been included among these 
court order cases. Table I indicates convictions 
under the Act by years. 


TABLE I. 





PATIENTS SENTENCED UNDER Pusiic HEALTH Act 
IN Nova Scotia SEPTEMBER 15, 1949, To May 15, 1954 








Number 
from Total 


number 


Number from 
Year 


Cape Breton Island | mainland 


1949 
(31% months) 
1950 
1951 
1952 
1953 


1954 
(41% months) 


All years.... 


Ne 
mm Or 00 NO 


52 





Of the 52 patients, some have died, some have 
recovered and some are under treatment, but all 
52 would have gone on spreading their tuber- 
culosis to others if they had not been controlled 
by legislation, which is certainly humane as far 
as their contacts are concerned and is actually 
humane in respect to the patient, who is pro- 
vided with every care and required form of 
treatment. 


SUMMARY 


The philosophy behind the legislation for the 
compulsory treatment of “open” pulmonary 
tuberculosis is sound and practical. It is working 
in Nova Scotia to the benefit of the patient, his 
contacts and the institutions providing treat- 
ment for the tuberculosis. An isolated “Deten- 
tion Unit” is essential for the proper operation 
of such a scheme. 


The author wishes to express his thanks to Dr. C. 
J. W. Beckwith, M.S., Halifax Tuberculosis Hospital, Dr. 
D. S. Robb, Medical Superintendent, Roseway Hospital, 
and to Dr. S. J. Shane, Medical Superintendent, Point 
Edward Hospital, for supplying information regarding 
patients in these institutions under court order. 
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RESUME 


Le traitement obligatoire de la tuberculose consiste a 
obliger par la loi les tuberculeux contagieux a se taire 
traiter dans les hépitaux ou les sanatoriums atin de 
protéger les autres membres de la société. Des mesures 
légales régissant une foule de dangers publics sont depuis 
longtemps en vigueur, et cependant, on hésite encore, 
dans certains milieux, a sévir contre les malades aux 
crachats positifs qui refusent tout traitement ou méme se 
conduisent de fagon a propager la maladie. On a récem- 
ment rapporté le cas d’un tuberculeux qui avait con- 
taminé 24 personnes dont 2 étaient mortes de la maladie. 
Une telle législation est nécessaire, car méme si le 
nombre de lits pour tuberculeux n’est pas suffisant pour 
tous les cas infectieux, il faut se rappeler que bon nombre 
d’entre eux peuvent étre traités 4 la maison sjils font 
preuve d’une coopération intelligente avec les autorités 
sanitaires. Il va sans dire qu'un programme de bien-étre 
social serait le corollaire indispensable de cette loi. 
L’auteur cite un texte de loi approuvée il y a 5 ans, en 
Nouvelle-Ecosse, et donne ses commentaires. Depuis la 
mise en vigueur de cette loi, des chambres spéciales 
furent aménagées dans 2 sanatoriums locaux, et plus tard, 
un batiment de détention fut créé pour accommoder 8 
malades. Ceux-ci recoivent tous les soins qui leur con- 
viennent y compris un régime spécial et méme le 
pneumothorax, s’il est nécessaire. Le malade récalcitrant 
est d’abord traité dans les salles ordinaires, comme tous 
les autres, sauf qu'il ne recoit aucune permission de 
sortir de l’hépital; mais il est averti que, sil cherche 4 
séchapper, il sera immédiatement conduit a la déten- 
tion. Cinquante-deux malades ont été jusqu’ici frappés 
par la loi. M.R.D. 





SOME ASPECTS OF HYPOTHERMIA 


That research in one field may lead to valuable dis- 
coveries in another, is once more exemplified by work 
in progress at Guy’s Hospital, London. During a study of 
the reduction of hypothalamic-pituitary response to stress, 
in rats with a body temperature of 20° C., Khalil* found 
that, while the adrenal cortex remained responsive to 
ACTH, the ability of the hypophysis to produce this 
hormone was greatly impaired. 

He also found that, in larger animals, the production 
of marked changes in body temperature was a much 
slower and more unpredictable process than with rats, 
and might permit the development of serious effects. He 
and MacKeitht therefore evolved a simple method for 
rapidly raising or lowering body temperature, by the 
introduction of a plastic intragastric bag. This bag is 
irrigated with cold or warm water at 5-minute intervals, 
being kept full at all times. 

While this work was still in the experimental stage, it 
was given a successful clinical trial, the use of the intra- 
gastric bag rapidly reducing hyperthermia in a 16-month- 
old child, who had not responded to the usual measures. 
The important clinical applications are obvious: the treat- 
ment of patients suffering from exposure to cold, from 
heat stroke, or from hyperpyrexia of internal disease; | 
and the production and management of hypothermia in 
operative surgery. 


*Khalil, H. H.: Brit. M. J., 4890: 733 (Sept. 25) 1954. 


7Khalil, H. H. and MacKeith, R. C.: Brit. M. J., 4890: 734, 
(Sept. 25) 1954. 





572 Rustin: LARYNGEAL PAPILLOMA 


PAPILLOMA OF THE LARYNX* 


JACK A. RUBIN, M.D., M.Sc.( Oto. ), 
Winnipeg, Man. 


OF THE MANY PROBLEMS which confront the oto- 
rhinolaryngologist today, papilloma of the larynx 
comes high on the list. To date there is no one 
method of handling this malady; the numerous 
methods of treatment that have been used in 
the past and are still being used today indicate 
that its management is far from being settled. 
More recently, many new types of treatment 
have been advocated. The results of some of 
these have been encouraging and have thrown 
new light on the condition, but on the whole its 
treatment is still unsatisfactory. 


Etiology._Unfortunately, the etiology of tu- 
mours, either malignant or benign, is still un- 
known, and the origin of papilloma of the larynx, 
which is considered a benign epithelial tumour, 
is no exception to this statement. Several theories 
have been offered regarding its causation but as 
yet there is no general agreement with regard 
to any one theory. Three main hypotheses are 
put forward from various sources. 

(a) Viral origin—This is the theory favoured 
by the majority of authors. In 1923, Ullman was 
the first to report that papilloma of the larynx 
was probably caused by a filterable agent, a 
virus. The results of his interesting and carefully 
controlled experiments are well known. A com- 
mon association noted by Ullman was laryngeal 
papilloma and “warts” on the skin of the same 
patient. He believed that this was due to auto- 
infection and that the laryngeal papilloma, being 
closely allied to the skin warts, was the product 
of an inflammatory reaction to a filterable virus. 

Since the advent of antibiotics more facts have 
been discovered which support this theory. 
While sulfonamides and penicillin have shown 
no effect on the growth of papilloma of the 
larynx, Holinger et al. have reported good results 
from the use of aureomycin in combination with 
surgical treatment. Their work, however, is only 
in the experimental stage and further work is 
necessary along similar lines. More recently terra- 
mycin has been mentioned in the literature as 
giving favourable results. 


*Summary of a thesis presented as a partial requirement 
for Master of Science Degree in Otorhinolaryngology, pre- 
sented by the Post-Graduate Medical School, New York 
University—Bellevue Medical Centre, 








Canad. M. A. J. 
Dec. 1954, vol. 71 


(b) Trauma or irritation.—This factor is al- 
ways mentioned when the etiology of tumours is 
discussed—and rightly so. Many authors report 
that as a result of chronic laryngeal irritation 
due to recurrent infection or to inhalation of 
dust, smoke and gases, an irritating factor is 
present which may initiate the formation of 
a papilloma. This theory is more applicable to 
papilloma seen in adults where the trauma acts 
over a long period of time: it does not explain 
papilloma seen in infants and younger children. 

(c) Hormonal factors.—It is known that papil- 
lomata in children tend to stop growing about 
the time of puberty and may even disappear. This 
is certainly significant and must be related in 
some way to the endocrine system. The exact 
manner in which the hormones act is debatable; 
however, Lewis has shown that the local applica- 
tion of estrogenic hormones will produce 
changes in the vaginal mucosa of young girls 
from simple squamous epithelium to the stratified 
squamous adult type which is more resistant to 
infection. This knowledge has been put to use 
in the treatment of gonorrhoeal vaginitis in‘ chil- 
dren. Following this lead, many authors have re- 
ported favourable results in the treatment of 
papilloma of the larynx in children with topical 
use of oestrogens. 

Incidence.—Jackson states that papilloma is the 
most frequent benign neoplasm occurring in the 
larynx, if polyps are excluded as neoplasms, 
which is proper from a pathological viewpoint. 
The incidence of the condition will vary at the 
various hospitals according to the number of 
ear, nose and throat patients seen during a given 
time. Ballenger states that large clinics report 
seeing only one or two cases yearly. 

The condition is more common in males. Race, 
climate and colour appear to have no influence 
on the occurrence of the lesion which may ap- 
pear at any age. In Jackson’s series the youngest 
patient was a newborn infant while the oldest 
case was in an 84 year old male. 

Pathology.—Papilloma is defined as a benign 
epithelial tumour characterized by papillary 
hyperplasia of the surface epithelium, the base- 
ment membrane remaining intact. The lesions 
may appear as glistening, elevated nodular 
masses of a whitish-pink or grey colour. The 
multiple or childhood type resembles a mulberry. 
The lesions may be sessile or pedunculated, the 
former type being more often seen in the hyper- 
keratotic papillomata. The consistency of the 
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tissue is variable, but the latter is usually more 
friable in adults and tougher in children. The 
adult type may bleed easily on manipulation. 

Three types are distinguished microscopically: 
(1) Simple (solitary) papilloma. (2) Hyperkeratotic 
papilloma. (3) Multiple papilloma. 

The three types have certain features which 
are common to all: (a) Hyperplasia of the epi- 
thelial cells is the primary process. (b) In all 
types, there is a definite membrane propria or 
limiting membrane and the cells are well differ- 
entiated from the mesothelial surface. (c) All 
types of papilloma are more liable to malignant 
metamorphosis than is the normal epithelial 
tissue. 

According to Eggston and Wolff, the hyper- 
keratotic papilloma is the commonest form seen, 
simple papilloma next in frequency and multiple 
papilloma least common. 

Diagnosis and differential diagnosis. — Symp- 
toms will depend on the size, location, and 
nature or character of growth. Symptoms are 
produced by compression of adjacent tissues, 
mechanical interference with the vocal mechan- 
ism or obstruction of the respiratory tract. In 
other words, with an alteration in or interference 
with normal laryngeal function, changes in 
respiration and phonation will occur. The latter 
function is usually disturbed first, thus causing 
changes in the voice, starting with huskiness and 
hoarseness which may proceed to complete 
aphonia. Interference with normal respiration 
may cause croupy cough, strider, dyspnoea, 
cyanosis and eventually asphyxia. 

Mirror examination (indirect laryngoscopy) 
will be possible in adults and older children, but 
direct laryngoscopy is necessary in infants and 
most children. The latter procedure should be 
carried out in all cases in order to examine the 
growth more closely and to obtain a_ biopsy 
specimen. The papilloma may occur anywhere 
in the larynx but the commonest site is on the 
anterior parts of the true cords. It may take on 
the appearance of any laryngeal tumour or in- 
flammatory process, and biopsy is the only posi- 
tive method of diagnosis. 

Any condition or pathological process in the 
larynx which causes progressive hoarseness or 
dyspnoea must be included in the differential 
diagnosis. It must be kept in mind that any num- 
ber of conditions may co-exist at one time in 
the larynx and that biopsy is the only positive 
proof of diagnosis. 
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Clinical course and prognosis.—While the his- 
tological picture of papillomas occurring in chil- 
dren and in adults is similar, the clinical course 
is distinctly and characteristically different. 

The marked tendency to recurrence of papil- 
loma in young children despite all treatment is 
well known. The lessening of this tendency to 
recur as the child grows older and the fact that 
after puberty many cases which had resisted all 
manner of treatment undergo spontaneous in- 
volution has led Jackson and others to assume 
that papilloma in children is “always benign and 
usually self-limited.” However Jackson goes on 
to state that “benign is not synonymous with 
innocent. In the larynx a tumour histologically 
benign may prove fatal by obliterative pressure, 
paralyzing pressure or massive obstruction.” 
Lederer also states that papillomas in children 
are “pathologically benign but clinically malig- 
nant.” As stated above, death from asphyxia is 
not uncommon in multiple papilloma in children. 

In contrast to the picture seen in children, a 
papilloma in adults tends to grow more slowly 
and recurrence is uncommon, but not unknown, 
especially in multiple papilloma or simple 
papilloma not carefully removed. The danger of 
asphyxia is not great in the majority of cases of 
adult papilloma, but malignant transformation is 
not uncommon. Eggston and Wolff emphasize 
the fact that all types of papilloma are potenti- 
ally more subject to malignant metamorphosis 
than the normal epithelial tissue, and that hyper- 
keratotic papilloma is particularly prone to 
undergo malignant changes. 

Complications of papilloma of the larynx.— 
Complications are most commonly seen in chil- 
dren and with multiple papillomatous growths. 
Obstruction to the airway and interference with 
pulmonary drainage is the basis for the vast 
majority of respiratory complications. Asphyxia 
and pneumonia are thus the most frequently seen 
complications and are responsible for the ma- 
jority of deaths due to this condition. If malig- 
nant transformation is considered a complication 
of papilloma of the larynx, then the incidence of 
complications in adults is markedly raised. 


Treatment of papilloma of the larynx.—The 
treatment of papilloma of the larynx is the most 
controversial and widely discussed aspect of the 
condition. The wide variations in management of 
this condition and the different methods of treat- 
ment used by various authors indicate that no 
one method of therapy gives entirely satisfactory 
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results. While it is generally agreed that a papil- 
loma of the larynx in adults must be surgically 
removed, the literature presents a confusing 
picture regarding the management of papilloma 
in children. 


(a) In adults, surgical removal of the tumour 
is the method of choice. This is accomplished 
under direct vision through a laryngoscope with 
the aid of laryngeal cup-forceps. It is essential 
to remove the entire tumour, and careful exam- 
ination of the tissue must be made for malignant 
change. Radiation therapy is not advisable for 
papilloma of the larynx in adults. The thera- 
peutic use of antibiotics and hormones has no 
basis, as papillomas in adults are not considered 
to be viral in origin. 


(b) In children, because the clinical course is 
characterized by repeated recurrence of the 
lesions, the management of these tumours has in- 
deed presented a problem. The treatment of 
papilloma in children should be modified by 
the following facts as stated by Jackson: 


1. Multiple recurrent papilloma in children is a benign 
self-limited disease. 

2. Those occasional cases that recover after a single 
operation are examples of a short limit, or the operation 
has been done near the end of the time limit. The 
operator is likely to be misled into attributing a remark- 
able recovery to the particular method he happened to 
have used. 


3. Papillomas repullulate on the surface; they do not 
infiltrate. 


. After removal of multiple growths recurrence is the 
rule. 


5. Even if the larynx be eviscerated, the patient will 

get well no quicker than if the growths were super- 
cially removed, and evisceration will have ruined the 
voice. 

6. The methods employed in cancer are utterly out of 
place in cases of papilloma in children. Cancer is an in- 
filtrating disease with no limits. Unless stopped it has 
100% mortality. Multiple recurrent papilloma of children 
is a benign self-limited disease, usually ending in re- 
covery, if asphyxia is prevented by a timely tracheotomy. 
Scars, tissue destruction, vocal ruin or radiation burns are 
of no consequence in cancer; they are disasters in 
papilloma. 


CasE REPORTS 


All cases of papilloma of the larynx seen at 
Bellevue Hospital over a 17 year period (1936- 
1952) were reviewed. Only those cases proven 
by biopsy and microscopic examination were in- 
cluded in the series. During the period from 
1936 to 1952, there were 26 proven cases of 
papilloma of the larynx. 


There were 24 male cases and only two female 
cases, a ratio of 12:1; there were no cases be- 
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tween the ages of 18 and 32 years. The highest 
incidence was between 40 and 60 years of age, 
14 cases or slightly over 50% occurring in these 
two decades, The youngest patient was three and 
a half years old, while the oldest was 74 years 
old. There were two children three and a half 
and five years old and one adolescent 18 years 
old; the remainder were adults, During the 17 
year period there were 26 cases or approximately 
1.5 cases per year. 








TABLE I. 
Year No. of cases Year No. of cases 
1936 1 1947 1 
1937 1 1948 3 
1938 5 1949 1 
1939 1 1950 3 
1940 1 1951 2 
1941 1 1952 3 
1942 1 
1943 1 Total 26 
1944 1 
1945 0 
1946 0 

TABLE II. 





Site of lesions 
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Papillomas were single (simple or solitary) in 
17 cases, hyperkeratotic in four, and multiple in 
five. Malignant transformation was noted in two 
cases, in both of which the carcinomatous change 
took origin from a hyperkeratotic papilloma. In 
one other case the diagnosis was questionable, 
and not confirmed by biopsy. In one additional 
case the microscopic picture was suggestive of 
cancer but the amount of tissue was insufficient 
for diagnosis. The latter was not confirmed, be- 
cause the patient did not return for follow up. 

Clinical aspects.—Tracheotomy was required 
in five cases, three of which were in children. 
The remaining two cases were in adults. Thus all 
children required tracheotomy. Hoarseness oc- 
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curred as the initial symptom in all the cases, 
while varying degrees of dyspnoea were noted 
in one-third. Cough, usually non-productive, was 
present in about 22%, while dysphagia, weight 
loss and anorexia and choking sensation occurred 
infrequently. 


TREATMENT 


The papilloma was removed with forceps 
through a laryngoscope in 24 cases. In one of 
these cases the base of the papilloma was also 
cauterized with silver nitrate. In two cases pa- 
tients refused treatment. 

In both infants (three and one-half and five 
years) aureomycin therapy was used in associa- 
tion with forceps removal of the lesions, but had 
to be discontinued because of the unfavourable 
reactions (nausea, vomiting), Amniotin (cestro- 
gens ), 1 c.c. was applied locally to the lesions in 
one child at two week intervals, at the time when 
forceps removal of papillomatous tissue was per- 
formed. The treatment, however, was not carried 
out consistently and was eventually discontinued. 

Thus, the only consistent method of treatment 
in all cases was forceps removal of the lesions 
through a laryngoscope. The treatment was re- 
peated as often as papilloma tissue recurred. The 
number of treatments required in adults, that is, 
where solitary or hyperkeratotic papilloma was 
present, was between one and three sessions in- 
volving forceps removal. The papillomas seen 
in the two children three and one-half and five 
years old required forceps removal on about 15 
occasions. This was done at two to three week 
intervals, 

Follow-up.—In the two cases of juvenile papil- 
loma mentioned above there has been repeated 
recurrence in spite of persistent treatment, and 
the last visit still revealed papillomatous tissue 
involving the larynx. In 10 cases of solitary 
simple papilloma treated by forceps removal 
there was no recurrence two to three years later. 
Two patients with solitary papilloma treated six 
months ago are both free of disease at the 
present time. Eight cases, including three cases 
of multiple papilloma in the adult group, were 
lost to follow-up. The two cases of malignant 
transformation in hyperkeratotic papilloma have 
been seen periodically. One of these patients had 
a total laryngectomy two years ago, and there 
has been no recurrence to date. The patient has 
adjusted himself very well and has developed 
excellent cesophageal speech. The second patient 
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refused operation initially and underwent a 
course of radiation therapy to the larynx four 
years ago. The case was checked periodically and 
a cervical metastasis was noted six months ago. 
A radical neck dissection was performed and the 
patient made an uneventful recovery. There was 
no local recurrence and the patient is doing well 
at the present time. One patient 73 years of age 
with simple papilloma of the larynx died from 
bronchopneumonia due to pulmonary disease. 
The final case of hyperkeratotic papilloma of the 
larynx had forceps removal of the lesion several 
months ago and will be seen periodically for 
check-up to rule out recurrence. 

Because of the small number of cases treated 
and the failure of one-third of the patients to 
report for follow-up no definite conclusions can 
be drawn regarding cure rate. However, it should 
be noted that in the 12 cases of simple papilloma 
of the larynx seen in adults who did return for 
check-up there was no recurrence, while in both 
cases of papilloma in children the lesions re- 
curred in spite of vigorous and persistent treat- 
ment. 


CONCLUSIONS AND SUMMARY 


A review of all available literature was under- 
taken, and 26 cases of papilloma of the larynx 
seen at Bellevue Hospital from 1936 to 1952 are 
reported. Its etiology is unknown. 


Papilloma is the most common benign tumour 
seen in the larynx. The three types of papilloma 
are discussed: simple or solitary, hyperkeratotic 
and multiple. Juvenile multiple papilloma as 
seen in children and solitary papilloma as 
seen in adults appear to have a distinctly dif- 
ferent clinical course. Malignant transformation 
of adult papilloma is noted not infrequently 
while a carcinomatous change in juvenile papil- 
loma is seen only very rarely. The hyperkeratotic 
variety is most apt to undergo malignant de- 
generation. There were two cases of malignant 
change in benign papilloma in cases reviewed at 
Bellevue Hospital, both involving the hyper- 
keratotic variety. Juvenile papilloma appears to 
be a benign self-limited disease with recurrence 
the rule. 

Several complications of papilloma of the 
larynx are discussed. The treatment of choice ap- 
pears to be forceps removal under direct vision, 
repeated as often as necessary. 


406 Boyd Bldg. 
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THE CANADIAN FORCES 
MEDICAL COUNCIL* 


_ J. A. MacFARLANE, Toronto 


WITH THE OUTBREAK of hostilities in Korea and 
Canada’s decision to give support to the forces 
of the United Nations, the medical services of 
the armed forces were in some difficulties to find 
medical officers in sufficient numbers to take care 
of the rapidly increasing commitments in Can- 
ada, in Korea and in the North Atlantic Treaty 
Organization. The Minister of Defence at that 
time called together a group of representative 
doctors, dentists, laymen and nurses to advise 
him on various matters relating ‘to the health of 
the armed forces in time of emergency. This 
group was named the Defence Medical and 
Dental Services Advisory Board (DMDSAB). 


In the early sessions of the Board, the problem 
of recruitment of medical officers was frequently 
before it. The Board studied certain suggestions 
relating to pay and allowances, rank, subsidiza- 
tion of training and other measures designed to 
make the service more attractive. Several recom- 
mendations were made and some of them were 
adopted. 

However, there was a feeling that some further 
effort should be made to integrate the work of 
the three services, both in peace and war. With 
this object in view, the Minister in the autumn 
of 1951 approved the recommendation of the 
Board to appoint a committee to study the whole 
question of the provision of health services for 
the forces, and in particular to study the best 
methods of integrating the work of the three 
medical services. 

The exact terms of reference of the committee 
were as follows: 


“To review, investigate and recommend plans whereby 
the Medical Services may be more effectively integrated, 
always having in mind the best medical care and at the 
same time ensuring the most economical use of medical 
and nursing manpower in peace and war.” 


The committee under the chairmanship of the 
President of the University of Western Ontario 
held its first meeting in December 1951, and com- 
pleted its investigations in April 1952. The com- 
mittee enjoyed the greatest degree of co-opera- 








*Presented before the Armed Forces er" Canadian 
Medical Association, Vancouver, June 18, 4. 
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tion from the officers of the Canadian Medical 
Association, the Defence Medical Association, the 
Canadian Nurses’ Association, the Department 
of Veterans’ Affairs, the Department of Health 
and all branches of the three armed services as 
well as the Chairman of the Chiefs of Staff Com- 
mittee and his administrative officers. The chair- 
man of the committee visited Washington and 
learned there at first hand the various plans by 
which the Government of the United States had 
tried to achieve co-operation between the medical 
services of their armed forces. 

The final report of the committee was pre- 
sented to DMDSAB on May 21, 1952, The report 
was debated clause by clause before that body, 
and adopted without alteration except for one 
clause relating to the nursing services. The report 
was accepted in principle by the Cabinet, and 
measures were taken to implement some of the 
recommendations therein. The investigations and 
considerations of the committee underlined some 
already well recognized facts. 

At the professional level there are great simi- 
larities in the work of the three services. For 
example, in modern training the doctors of all 
three services must have a knowledge of aviation 
medicine: the army with its paratroop brigades, 
small aeroplanes for artillery observation and 
helicopters for casualty evacuation; the navy with 
an increasing commitment for fast air striking 
forces; and of course the air force, with very 
special problems in high altitude and great 
speed. On the other hand, all three forces >9e 
large numbers of land-based young adu 
one of the largest problems in the field of m. - 
tenance of health and the treatment of illn. 
and injury. 

The committee felt that behind the difficulty 
in enlisting sufficient numbers of doctors for the 
forces was the lack of professional career oppor- 
tunities and the lack of prestige in each of the 
three small services, when compared with other 
opportunities at the present time in Canada. The 
committee had also in mind the necessity for 
the most economical use of medical manpower 
in any future war, particularly as such a war 
may directly involve the urban population of this 
country. It had, in short, as its first objective the 
suryey of the problem of providing for Canada, 
a nation of fifteen million, the best medical 
services for the armed forces in this period of 
increasing tension or cold war; and secondly, it 
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had for consideration the future possibility of 
general mobilization for a war, which, when com- 
pared with all our previous experience, could 
be completely catastrophic, and would disrupt 
the whole internal fabric of the country. 

The committee tried to be guided by past 
experience both in our own and other nations, 
but it was impressed by the fact that Canada’s 
problems could not necessarily be solved by 
duplicating plans of other nations. Likewise, al- 
though it was impressed by the value of tradi- 
tion in the armed forces, it recognized that in 
the medical services as in all other branches of 
the armed forces, we are in an era of rapid 
change, and we cannot be bound by organiza- 
tions and establishments which frequently had 
their origin amid circumstances and necessities of 
other days, when the world, its wars, its business, 
its diplomacy; was carried on at a quieter tempo 
than in this mid-twentieth century. 

The committee recommended, among other 
things, the establishment of a Canadian Forces 
Medical Council to be constituted with a civilian 
doctor as the chairman, and six other members. 
Of these, three places were to be filled by the 
directors or heads of the medical services of the 
three armed forces, and the three other places 
by civilian doctors of high professional standing. 
The terms of reference recommended were as 
follows: 


“The duties and functions of the Medical Council 
shall be to make recommendations for effecting maximum 
integration and co-ordination of the Armed Forces Medi- 
cal and Nursing Services and to formulate medical and 
nursing policy in all matters relating to the health and 
medical care of the Armed Forces of Canada, and to 
ensure that such policies are implemented; and to per- 
form such duties in connection therewith as the Minister 
of National Defence may from time to time direct.” 


It was recommended that the chairman should 
be responsible directly to the Chairman of the 
Chiefs of Staff Committee, and should advise 
him on behalf of the: Medical Council on all 
matters relating to the health and medical care 
of the armed forces of Canada. 

The Government accepted in principle the 
major recommendations of the report. Some diffi- 
culty was encountered in trying to find a civilian 
chairman who could devote his full time to this 
task, so it was decided that the chairmanship 
should be undertaken on a part-time basis, with a 
full-time executive staff officer. The Council was 
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set up by Order in Council on July 6, 1953.* The 
chairman and civilian members were also ap- 
pointed by Order in Council.+ Offices were made 
available to the Council at Defence Head- 
quarters near the Chairman of the Chiefs of 
Staff Committee. Brigadier John Crawford was 
seconded from the army as full-time executive 
staff officer. 


One of the recommendations of the investi- 
the establishment of 
service hospitals to be staffed on a tri-service 
basis and with medical school affiliations, as it 
was felt that these would do much to increase 
professional opportunity “and prestige for the 
service doctor. It was recommended that the 
first of such hospitals should be established in 
the capital city of Ottawa, and fortunately in 
this, as in many other projects of the Council, we 
enjoyed the active co-operation and support of 
the treatment services of the Department of 
Veterans’ Affairs. The Council and its committees 
have made excellent progress towards the first 
objective and it is hoped that within two to three 
years the services will have for the first time a 
professional home, a clinical centre, staffed by 
specialists from the three services and leading 
civilian consultants, an institution acceptable for 
university teaching and acceptable to the Royal 
College for training in several of the specialties. 
A smaller hospital built and staffed under 
similar arrangements and governed by the same 
policies will be shortly undertaken at Kingston. 
The administration of “housekeeping” of the 
Ottawa hospital will be undertaken by the Air 
Force, while at Kingston the administration will 
be under the Army. The Council will give con- 
sideration shortly to a similar institution on one 
or other coast, to be administered by the Navy. 


It has been noted that the work of the Council 
has been facilitated by active support from the 
treatment services of the Department of Vet- 


nee 1953-1091; H.Q.C. 200-25-100 (DM) dated July 6, 


7P.C. 1953-1092; H.Q.C. 200-25-100 (DM) dated July 6, 
1953. The membership of the Canadian Forces Medical 
Council for the first year of operation was as follows: 
Chairman: Dr. J. A. MacFarlane, O.B.E., E.D., B.A., M.B., 
D.M. (Laval), LL.D., F.R.C.S., Dean, Faculty of Medicine, 
University of Toronto; Members: Dr. G. E. Hall, A.F.C., 
E.D., M.S.A., M.D., Ph.D., D. és L., F.R.C.S., President and 
Vice-Chancellor, University of Western Ontario, London, 
Ontario; Dr. W. C. MacKenzie, B.Sc., M.D., M.S.(Surgery), 
F.A.C.S., F.R.C.S.(Can.), Professor of Surgery, University 
of Alberta, Edmonton, Alberta; Dr. Mathieu Samson, B.A., 
M.D., Professeur Agrégé, Université Laval, Quebec, P.Q.; 
Surgeon-Captain E. H. Lee, C.D., B.Se., M.D., Q.H.P., 
Medical Director General (Navy) ; Brigadier K. A. Hunter, 
O.B.E., M.I.D5 C.D., M.D., Q.H.P., Director General of 
Medical Services (Army) ; Air Commodore A. A. G. Corbet, 
M.1.D., E.D., B.A., M.D., C.M., Q.H.P., Director of Medical 
Services (Air). 
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erans’ Affairs, which administers a chain of hos- 
pitals across Canada. Through joint committees 
of the two organizations every effort has been 
made to save space and personnel. Examples of 
such liaison in the past year are the closing of 
Chorley Park Military Hospital in Toronto and 
the accommodation of a military wing in Sunny- 
brook Hospital, where the medical officers have 
the advantages of close association with the staff 
and facilities of a large modern civilian clinical 
centre. A similar arrangement has just been 
effected in the City of Quebec, where a service 
unit has been established in the new Veterans’ 
Hospital there, while the old military hospital has 
been closed. 

The three services in the past have used rather 
different methods of indoctrination for new 
officers joining the services, training courses of 
varying periods of time and content. The 
Council believes it will facilitate the staffing of 
the service hospitals and be to the advantage of 
each new medical officer to learn early in his 
career something of the special problems, the 
customs and traditions of the other two services. 
Consequently, the Executive Staff Officer, in co- 
operation with the directors, has planned a 
medical joint staff course to be given for the 
new officers in all three forces. It will be given 
for the first time in July of this year and will 
last six weeks. It is recognized that much of its 
content, such as the problems of public health, 
aviation medicine, documentation, evacuation, 
early treatment of wounds, injuries and shock, 
will be of equal value to all the services. How- 
ever, special problems in each service will be 
stressed and the students will have the oppor- 
tunity of visiting together the navy installations 
at Halifax, the air force arrangements at Trenton 
and the army training centre at Camp Borden. 
Prominent consultants in special fields, research 
workers from the Defence Research Board, as 
well as active officers of the three forces, will con- 
tribute to this interesting experiment in joint 
staff training. The administration of the school 
will be under the direction of a senior medical 
officer of the R.C.N. ¥. will be assisted by 
officers of the army and air force. The local 

‘arrangements, messing, lodging, lecture rooms, 
etc., will be under the R.C.A.F. Institute of 
Aviation Medicine in Toronto. 

Since the termination of World War II the 

three medical services have had different and 





CANADIAN Forces MEDICAL COUNCIL 





Canad. M. A. J. 
Dec. 1954, vol. 71 


separate arrangements for civilian consultants. 
The Council has given careful consideration 
to the question of consultants, and the need for 
such a group in relation to the broad policies of 
treatment in special fields, as well as the guid- 
ance and direction of young officers who show 
the desire and ability for training in special 
fields. The Council finally selected a representa- 
tive group of prominent specialists and recom- 
mended to the Minister that these men be ap- 
pointed to a Board of Consultants which will 
advise the Council on matters of professional 
policy, education and training. 

In those fields where a panel already exists 
under the medical branch of the Defence Re- 
search Board, the Council has invited the chair- 
man of the panel to act as consultant to the 
Council in that field, such as blood transfusion, 
blood substitutes and others. Likewise following 
a policy of close co-operation with the Defence 
Research Board, certain consultants to the 
Council will be appointed to the Board’s panel of 
advisers. 

The first meeting of the new board will be 
held this autumn. It is gratifying that each spe- 
cialist selected has accepted the Minister’s invi- 
tation to act on the Board. 

The investigating committee, on whose recom- 
mendations the Council was formed, was of the 
opinion that the three nursing services should 
be unified and that there should be established 
a Canadian Nursing Corps supplying the needs 
of the three services in this field. This recom- 
mendation was not acceptable to the members of 
the Defence Medical and Dental Services Ad- 
visory Board at the time the report was sub- 
mitted. The Council, nevertheless, has felt that 
there should be possible some method of closer 
integration of the nursing services. Here, at least, 
there would seem to be little difference in the 
duties, obligations and daily lives of service 
nurses. Moreover, it seems timely in the face of 
a nation-wide shortage of nurses that this matter 
should be carefully examined and that plans 
should be sought whereby, both in peace and 
particularly in the event of another war, the very 
limited nursing potential of this country may be 
used to the best advantage of both civilian and 
service needs. 

A distinguished member of the nursing profes- 
sion,* with extensive service experience, has 


*Miss M. G. Russell, Nursing Consultant to Department 
of Veterans’ Affairs, Sunnybrook Hospital, Toronto. 
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accepted the responsibility of chairing a com- 
mittee consisting of the matrons of the three 
services, She will; after careful examination of 
all the facets of the situation, advise the Council 
on ways and means of improving recruitment, 
integration of effort and any other measures 
which it is felt are in the interests of the services 
and the nation. As chairman of the committee 
on nursing, she will also be a member of the 
Board of Consultants, where she will speak in 
relation to special problems in that field. 

There are many other questions which have 
been referred to the Council: the question of 
medical care of service dependents in Canada 
and in Europe, the grading and promotion of 
specialists, the policy of infirmaries for camps 
and training stations and the standardization of 
plans for such buildings. These and many other 
matters tend to be referred by service medical 
committees or by committees and officers of 
the Joint Staff. 

The secretariat of the Council is accommodated 
in very modest quarters in the area of the Joint 
Staff and has functioned with minimum expense. 
The Council, now at the end of the first year’s 
existence, can be regarded as a duly established 
and integral part of the defence services of Can- 
ada. It has been initiated without fulsome 
promises or public fanfare. That is the accepted 
policy of the Government and indeed the wish 
of all those who have been working for the past 
year to justify the existence of the Council. 

Although we are very conscious of the value 
of tradition, the importance of learning from past 
experience, the importance of taking the best 
from other countries with somewhat similar prob- 
lems, we fee] that our immediate task is the 
fashioning of an organization which, in this 
particular time in Canada’s history, will fit the 
needs of this country, having in mind the signifi- 
cance of its geography, its peoples, its rapidly 
developing economy, and its relations to the 
Commonwealth and to the various international 
organizations such as NATO and the United 
Nations. 

A new venture such as ours could only suc- 
ceed with good will, honesty, patience and un- 
selfish executive direction. That we have good 
will has been amply demonstrated by the high 
officers of the three forces, and we are extremely 
grateful to the Deputy Minister, the Chairman of 
the Chiefs of Staff, the Chiefs of Staff them- 


selves, the Personnel Members Committee, and 
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the various other staff officers who have solved 
many of our difficulties in the past year. The 
directors of the three medical services have been 
diligent, frank and co-operative members of the 
Council and its Executive. The civilian members 
have been enthusiastic, judicial and unselfish in 
the deliberations and decisions of the Council. In 
the person of our executive staff officer we are 
fortunate in having a man of wisdom, experience 
and tirelessness. He has helped guide the ship 
in the early stages of its voyage past some of 
the rocks and shoals which only a pilot experi- 
enced on the Ottawa federal sea could recognize 
and circumvent. 


It is therefore in a mood of reasonable opti- 
mism that the Council presents this short ac- 
count of its progress. The civilian members are 
more than ever aware of the sound efforts of 
the directors of the three medical services in the 
difficult years since the war, Building on the firm 
foundations and the long tradition of the three 
great medical services, the Council looks forward 
with confidence to the fashioning of an instru- 
ment which will serve the needs of our country 
in peace and war, an organization which the doc- 
tors and nurses in the forces will regard with 
trust and confidence, an organization which will 
ensure the best in medical care for all those who 
serve in the armed forces of the Crown, and 
which we hope will merit the respect and con- 
fidence of the medical profession in Canada. 





MILK FOR PREMATURES 


We cannot subscribe to the opinion of those who 
state that human milk is unsuitable or inferior for pre- 
mature babies. It is the food which is best tolerated by 
the smallest babies during the first few weeks of life and 
by sick premature babies. The return to the birth weight 
is not prolonged and the subsequent weight curves run 
parallel to the in utero curve if sufficient calories are 
given (60 per lb. [450 gm.] daily). There is no evidence 
to show that anzmia or hypoproteinzmia is more com- 
mon among infants fed on human milk than on high- 
protein diets. The incidences of infection and mortality 
are lowest among those fed on this natural food. Pro- 
vided adequate vitamin and mineral salt supplements 
are given, the incidence of rickets is lower among 
infants fed on human milk than among those fed on 
cow’s milk. It is also possible- (Hepner and Krause, 
1952) that babies fed entirely on human milk are less 
liable to develop retrolental fibroplasia.—V. Mary Crosse 
et al.: Arch. Dis. Ciiildhood, 29: 178 1954. 
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PROSTHETIC FEMORAL HEAD 
ARTHROPLASTY OF THE 
HIP JOINT® 


GORDON W. CAMERON, M.D.,t 
Edmonton, Alta. 


THE USE OF AN ARTIFICIAL femoral head for 
arthroplasty of the hip joint was first described 
by Robert and Jean Judet* of Paris in 1950. The 
principle of the procedure is the excision of the 
pathological femoral head and its replacement 
by an artificial head made of plastic material 
which is fixed into the upper end of the femur. 
Many other appliances have been designed as 
modifications of this type. At this hospital we 
have used mainly the original Judet type, the 
vitallium and stainless steel modifications of this 
model, and the Eicher prosthesis. ‘This latter 
prosthesis has a long stem for intramedullary 
fixation and has been developed for cases in 
which the neck of the femur has been shortened. 
It is the purpose of this paper to review the 
cases from the University of Alberta Hospital 
with a minimal follow up of six months, in an 
attempt to evaluate indications, complications 
and results. We have had personal experience 
with 78 patients, having a total of 80 replace- 
ment arthroplasties up to September 1953. 
The operations have been performed by the 
orthopedic surgeons of this hospital, the tech- 
nique used by all being similar. The approach 
to the joint has been uniformly the postero- 
lateral or Gibson approach. Postoperatively the 
cases have been handled in two ways. About 
50% were kept in plaster leg cylinders held in 
abduction and internal rotation by a bar between 
them. The other one-half have been managed 
postoperatively with’ the leg suspended in a 
Thomas splint held abducted and internally ro- 
tated. After two to three weeks the treatment is 
again the same and consists of active exercises 
for about four to seven days and then walking 
exercises. The patient is usually walking with 
crutches and limited weightbearing in four to 
six weeks. The time of hospitalization post- 
operatively varied from two and one half weeks 
to 12 weeks, the average being four weeks. 
The time required for the patient’s return to 
work could not be accurately established, as 


*Presented at a Staff Meeting, University Hospital, 


Edmonton, March 1954, 
+Resident, Orthopedic Surgery, University Hospital, 


Edmonton, 
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many of the patients were retired or unemployed 
preoperatively. One female patient whose result 
we have classified as excellent was reported as 
fit for full duty as a clerk at the end of one year 
by the Alberta Compensation Board. 


TABLE I. 





AGE DISTRIBUTION 


Age of patient Number of hips % of hips 


Oto BOOMS. 2... 6.066 ass 2 2.5 
eae 11 13.8 
SE Ge TP PIB oc nk kids cass 28 35.0 
oc  ,  ee 36 45.0 
oe re 3 3.7 

MB. £ karat wis 80 100.0 





The patients varied in age (Table I) from 16 
to 83 years, 45% being between the ages of 61 
and 80; 53 were male and 27 were female. The 
chief complaint in all instances but three was 
pain. Of these three, two patients with congenital 
dislocations of the hip complained of limp and 
limitation of movement, and the third was a 56 
year old man witb osteoarthritis whose chief 
complaint was a stiff hip. 


All patients but four also complained of limi- 
tation of movement as a secondary symptom. 
These four only complained of pain. 


TABLE II. 





PREOPERATIVE DIAGNOSIS AND TYPE OF PROSTHESIS 


Number Percentage 
I oie iecees Snead eels) 42 52.5 
Osteoarthritis due to old Legge- 
Portes Gimeaee wc. cc cscs 2 2.5 
Osteoarthritis due to old slipped 
IE oko 5 cd Sa hale aos 3 3.7 
Intracapsular neck fracture 
a. Healed with aseptic necrosis... 5 6.2 
b. Old with non-union........... 6 7.5 
c. Recent fresh fracture......... 2 2.5 
Congenital dislocation of the hip.... 5 6.2 
Old fracture dislocation............ 2 2.5 
Previous cup arthroplasty that failed 
a. Recent fracture healed with 
aseptic necrosis .............. 1.2 
ty. CtOORTRRPS. 2. 6. eee cis 6 7.5 
ce. Rheumatoid arthritis......... ae 1.2 
Previous McMurray osteotomy that failed, fo 
a. Non-union of fracture neck.... 1 1.2 
b. Slipped epiphysis............. 1 1.2 
Rheumatoid arthritis.............. 1 1.2 
Rheumatoid arthritis with fresh intra- 
capsular fracture.............. 1.2 
Rheumatoid arthritis with intracap- 
sular fracture with non-union... 1.2 
Type of prosthesis 
RMB SRP ee Pee eee 70 87.5 
IN i og a Pas ei tite 10 12.5 
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The preoperative diagnosis is indicated in 
Table II. There are three major diagnoses: osteo- 
arthritis, intracapsular femoral fracture and 
rheumatoid arthritis, The majority were cases of 
hypertrophic arthritis. Where possible, the con- 
ditions initiating the arthritis are indicated, as 
are previous surgical procedures. Intracapsular 
fractures of the neck, either healed with aseptic 
necrosis, old with non-union, or fresh, comprise 
the second main group. 

Of the four cases of rheumatoid arthritis one 
had previously had a cup arthroplasty with re- 
current severe pain, one had severe hip pain, 
one had a fresh fracture of the neck, and one had 
an old ununited fracture of the neck. These pa- 
tients were doing little or no walking pre- 
operatively. 


COMPLICATIONS 


The early and late complications have been 
separated (Tables III and IV) and an attempt 
has been made to determine any relationship 
between the age group and the complications, 
and also the percentage of patients in each group 
developing complications. 











TABLE III. 
Earty CoMPLICATIONS 

Number of patients developing complications....... 28 
ee rere rer Pee 36 
REA RE aeRO Perea ee Sigh ee 
a aioe 24 RRS bcs» ereyaalannd oaep 7 
Ny i oo org oxo. wank a dly oe Gaeta 6 
MPI, oi 505 4 ok eae hk he Ri aie ee 4 
ee eee ee eT ee ee ee re rere 2 
I ery eng an ee a sb oneal care eae et 2 
RN Ty Feo beads s Fes een ss 2 
NS FREEZE TOTEE CPO OO CN ET 1 
pS Sa re ene ere re ee 1 
Pers BRN i oso ce Se se dD ieee 1 
OE GIN, og i's ssa waea beanie da gts 1 
Halls raat dead bhai SER EEE 3.6 Ft oR 1 
Disorientation for 2 days postcperatively........... 1 
I see eka Sn oy <k ARN TS RO ae es 1 
TE a 5a Ss ohein's ecntanes eee nace, 1 
pg er ene 1 
Fracture of greater trochanter.................6.. 1 
SAG RII 5005 Siu, saat grt’ «cg Wet ren See 1 





It was found that the percentage of complica- 
tions in each age group paralleled the percentage 
of cases in each group almost exactly. There 
seemed to be no particular age group more 
prone to complications than another. One of the 
deaths occurred in a 70 year old man who had 
had a transurethral resection of his prostate one 
month prior to his Judet operation. He developed 
a deep wound abscess which was drained, but 
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he failed to respond and he died a toxzemic death 
four and one-half weeks postoperatively. 

The other death was of an 80 year old woman 
who had an intracapsular fracture of the neck 
of her femur which was nailed two weeks pre- 
viously. The nail was extruded and an arthro- 
plasty was performed in an attempt to get this 
patient mobile at an early date. However, she 
failed to improve postoperatively and her course 
was progressively downhill, until she died of a 
terminal bronchopneumonia 12 weeks post- 
operatively. 

Thrombophlebitis was the commonest com- 
plication, occurring in seven patients. Four of 
the patients developed the phlebitis in the leg 
operated upon, while three developed it in the 
opposite leg. These patients were all treated 
with anticoagulants, antibiotics and locai heat 
and elevation. There were six cases of pulmonary 
embolism, two of which occurred in patients 
who had thrombophlebitis. These patients all 
recovered and their period in hospital was 
lengthened only in two instances to seven and 
eight weeks. Bronchopneumonia occurred in 
four elderly patients, and in one 80 year old 
female proved to be terminal; the other three 
patients were in the €0 to 80 year old age group. 
These patients all had mure than usual post- 
operative pain, and it is possible that inadequate 
turning and movement had some bearing on this 
complication. 

In two cases dislocation occurred in the early 
postoperative period; in one case, in a 76 year 
old female, the dislocation occurred three days 
postoperatively. An open reduction and replace- 
ment of the Judet prosthesis with an Eicher 
prosthesis was done three weeks after the first 
operation. The patient was discharged from hos- 
pital by ambulance and we unfortunately have 
no further record of her. The other case was in 
a 22 year old woman with an Otto pelvis; dis- 
location occurred in the first week postopera- 
tively. A manipulative reduction was successful 
but it was noted that the leg had to be held 
externally rotated to maintain reduction. This 
was because of placing the prosthesis in a retro- 
verted position. A derotation osteotomy was done 
to correct the external rotation and a spica ap- 
plied. This patient eventually achieved sound 
ankylosis of the hip with marked paracapsular 
calcification. 

In one patient a fracture through the greater 
trochanter and upper one-third of the femur oc- 
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curred with the insertion of an Eicher prosthesis. 
This was not discovered until about the sixth 
postoperative day when the patient continued to 
complain of severe pain in the hip. A spica was 
applied for eight weeks, following which the 
patient commenced exercises in the customary 
manner. The remaining complications listed are 
those that might occur in conjunction with any 
surgical procedure and require no comment at 
this time. 


TABLE IV. 


— 
LATE CoMPLICATIONS 











Type Number 
IN oon sr ES Knee RNA Re hes ) RES Ree 1 
ee eee ee a 4 
Marked paracapsular calcification................- 2 
IN Gt MIN 5s of ab os wks cad onan ews 2 
Phlebitis and pulmonary embolism........ a ae ae 1 
Incisional abscess 1 year postoperatively........... 1 

cg keri caee hgpte concave 11 





The dislocation referred to in Table IV oc- 
curred in a 16 year old patient who had a con- 
genital dislocation of the hip joint. The aceta- 
bulum was inadequate and a postero-superior 
dislocation resulted. An open reduction and a 
shelf operation resulted in stabilization of the 
hip joint. At present he has an adduction de- 
formity with little movement and a poor result. 

The four cases listed as having persistent pain 
were not nearly all that had persistent pain, but 
were those in which the pain was so severe that 
further treatment was necessary. Three of these 
had Eicher replacements and the fourth had a 
manipulation under anesthesia. Each time that a 
second surgical exploration was performed, the 
original prosthesis was found to be loose. 
Whether or not the looseness of the prosthesis 
is a factor in causing persistent pain is hard to 
say. It is likely that all prostheses become loose 
due to pressure atrophy but we have no definite 
proof, 

One case of marked paracapsular calcification 
required excision at a second operation after 
adequate time had elapsed for its maturation. 
The second case was mentioned previously. 
Many cases radiologically showed some degree 
of calcification in the paracapsular tissues, but it 
was not considered a complication unless pain 
and limitation of movement were related to it. 
Two cases of fractured prosthesis were both 
of the plastic models. One was replaced by an 
Eicher head and the other by a Judet. One of 
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these patients had been doing well and was 
picking rocks on his farm, He jumped from 
the back of his truck and experienced severe 
pain. Radiography revealed a fracture of the 
stem of his prosthesis, The other occurred after 
a fall. The patient complained of a catching 
sensation with pain, radiography failed to reveal 
the fracture and it was not until the time of the 
second operation that it was discovered. The 
head itself was broken in this case. 


TABLE V. 





EIcHER PROSTHESIS 











Preoperative diagnosis Number of hips 


Persistent pain following a Judet operation......... 3 
Fracture of plastic Judet prosthesis................ 1 
RN 82 6 ie roth ius eaten tr ad ek ies 3 
Osteoarthritis with previous cup arthroplasty....... 1 


Fracture neck of femur with non-union 
Old healed fracture of neck of femur with aseptic 
MONOID So, Sea a aL a Oe 





The Eicher prosthesis was used on 11 hips 
(Table V), on six occasions as the primary pro- 
cedure, on four occasions following a Judet 
operation, and once following a cup arthroplasty. 
The results will be considered later. 

Follow up has been possible of 74 of the 80 
hips; 67 had a Judet prosthesis and seven an 
Eicher. Two patients died early and the remain- 
ing four have not been seen since they left the 
hospital. 

The patients were not examined personally 
but their present status has been ascertained by 
personal communication with the surgeons, who 
have furnished me with their records of the 
patient's condition on their most recent office 
visit, and by a questionnaire. 


RESULTS 


The following method of. grading results has 
been established: 

1. Poor: pain, limitation of movement, not able 
to bear weight. 

2. Fair: slight pain, increased movement, re- 
quires canes or crutches. 

3. Good: increased movement, little or no pain, 
aches a little after activity. No crutches or canes. 

4, Excellent: increased movement, no. pain, 
unaided weightbearing. 

5. Good (Rheumatoid)—a special group who 
were doing little or no weightbearing before 
operation because of their rheumatoid arthritis 
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and who are greatly relieved of pain but are still 
not bearing weight after operation. They are 
classed as good, however. A return to former 
occupation was not used as a criterion for grad- 
ing the results as so many of these patients were 
retired. 

It is interesting to note that on discharge from 
hospital both the patient and the surgeon in 
most instances were favourably impressed with 
the immediate result. They usually left hospital 
feeling much improved, walking on crutches, and 
having less pain and more movement. 

There were 15 poor results or failures (Table 
VI); 13 had Judet and two Eicher prostheses. 
The ages varied from 16 to 82, the average being 
54 years. The preoperative diagnoses included 

















TABLE VI. 
RESULTS 

Good 
Age F F G E | (rheumatoid) 
Os inna 1 1 
a ee Se 2 (i). 2 1 1 
41- @....4° 80) |-@@)i ‘4 3 1 
Gli- @&::...§ 3@)1160@)} 60) 1S 2 
Si - 100. .... 1 1 
Total Judet. .| 13 27° 14 9 4 = 67 
Total Eicher..| 2 4 1 =7 





*The bracketed figures denote Eicher prosthesis. 





two of old slipped epiphyses, one of old con- 
genital dislocation of the hip, two of healed 
intracapsular fractures with aseptic necrosis, two 
of osteoarthritis with previous McMurray oste- 
otomies and two of previous cup arthroplasties, 
and six of degenerative arthritis. 

In the “fair” group there were 31 hips from 
patients ranging in age from 29 to 82, the average 
being 65 years. Again a variety of preoperative 
diagnoses make up this group. Twenty-seven had 
Judet and four Eicher prostheses. Of the 27 cases 
graded “fair” objectively, there were 12 con- 
siderably improved and with a subjectively good 
result. Due to our classification, with regard to 
canes, however, they were not graded as “good”. 

In 15 hips the result was considered good; 
of these, 14 were Judet prostheses and one an 
Eicher. The ages varied from 16 to 73 with an 
average age of 58 years. Nine of these were 
osteoarthritic hips, three osteoarthritic with 
previous cup arthroplasties, two united intra- 
capsular fractures with aseptic necrosis, and one 
an old congenital dislocation of the hip joint. 
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Only nine of the 80 hips were graded as an 
excellent result. The ages of these patients varied 
from 27 to 74, the average being 60 years. The 
operations were all Judet reconstructions. Six pa- 
tients had osteoarthritis and three fractures of 
the neck with either avascular necrosis or non- 
union. Five of the excellent results were in 
female patients. 

The four patients who had rheumatoid arth- 
ritis and were doing little or no walking before 
operation were all graded in a separate group as 
good results, despite the fact that they were still 
not bearing weight, because they were relieved 
of pain. 


DIscUSSION AND CONCLUSIONS 


1. In a series of 80 prosthetic femoral head 
arthroplasties of the hip joint there was a total 
of 37 early complications in 28 hips and 11 late 
complications and two deaths. These findings 
correspond to those of other investigators. 
Recently Mendelsohn and Alban? of Los Angeles 
report 53 complications in 23 patients in a series 
of 40 hips. 

Age was not a factor contributing to complica- 
tions. It is quite apparent that the procedure is 
accompanied by many hazards of varying 
degrees of severity. 


2. Age does not play an important part in in- 
fluencing prognosis. It is true that the result in 
the extreme age. groups was for the most part 
poor but there were too few patients under 20 
and over 80 to draw any conclusions. 


3. An attempt was made to learn which type 
of case might give the most favourable result. 
It is apparent in this series that the preoperative 
diagnosis had no bearing on the prognosis. There 
were more osteoarthritic hips with good and 
excellent results, but likewise there were more 
fair and poor results, as by far the majority of 
hips were osteoarthritic preoperatively. 

The only group that did uniformly well were 
the four patients with rheumatoid arthritis who 
were doing little or no weightbearing before 
operation. They were all relieved of pain after 
operation and results were considered as good for 
this reason, despite the fact that they were still 
unable to bear weight. 

4, According to our classification of 74 hips 
the results were: nine excellent, 15 good, 31 fair 
and 15 poor, with four cases of rheumatoid 
arthritis considered separately as good. 
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It is indeed revealing to view these results 
when one considers that the majority of these 
patients discharged from hospital at three or 
four weeks were much improved with little or 
no pain and steadily increasing their range of 
motion. 


5. Although the results obtained with the 
Eicher prosthesis were not very satisfactory, 
there are not enough of them to compare with 
the Judet prosthesis. It must be remembered that 
the Eicher prosthesis is used in cases where the 
femoral neck has been considerably shortened 
and hence usually presents a more difficult 
problem. 

The impression gained from a review of this 
series of cases is that this form of arthroplasty is 
not the final answer to osteoarthritis of the hip 
joint, as we had hoped. As these cases are fol- 
lowed up, it is my feeling that we will see more 
and more late complications and in all likelihood 
a lowering of some of the gradings. 


Considering the good and excellent results as 
satisfactory and the fair and poor results as 
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unsatisfactory, we have to date about 37% satis- 
factory results. If, however, we include the 12 
results which were subjectively good but classi- 
fied as fair we would have a 52% satisfactory 
result and a 48% unsatisfactory result. It is thus 
important to make use of conservative measures 
of therapy to the fullest extent, the principal 
indication for surgical treatment being pain. 
Whether or not femoral head replacement will 
continue to be accepted as a popular method 
of arthroplasty depends on the results of further 
follow-up studies of longer duration. It is 
certainly another useful procedure to be added 
to the surgical armamentarium for the hip joint. 


I would like to acknowledge the assistance of Dr. 
A. R. Stanley in reviewing the patients’ charts. I would 
also like to thank the members of the Department of 
Orthopedic Surgery for their co-operation in furnishing 
me with up to date information on their patients’ present 
condition. 
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TREATMENT OF FRACTURES 
OF THE FIRST METACARPAL*® 


HUGH R. C. NORMAN, M.D., 
F.R.C.S. [Eng. & C], Toronto 


THIS IS A REPORT on a series of 40 cases of 
fractures of the first metacarpal treated at the 
Toronto Western Hospital during the past five 
years. This includes only those treated by- wire 
fixation, and eliminates at least a further 14 cases 
treated by older methods. There was one shaft 
fracture, ten base fractures, and 29 Bennett’s 
fracture-dislocations. 

Fractures of the first metacarpal are too com- 
monly looked upon as trivial fractures, and are 
not viewed with the same concern as is experi- 
enced in fractures of the larger bones. Many 
times they are relegated to inexperienced people 
for correction, without realization of the serious 
disability that may result in the hand from in- 
adequate reduction and fixation. 

Fractures of this bone are relatively uncom- 








*From the Surgical Division, Toronto Western Hospital. 





mon, and occur at three main sites: the shaft, the 
base, and Bennett’s fracture-dislocation. The one 
giving rise to the most serious disability is the 
last, and it is also the most common fracture of 
the first metacarpal. 

In fractures of the shaft the main anatomical 
disability is shortening and angulation. These do 
not usually produce any functional disability un- 
less the tendons are involved in the callus, or 
unless there is some rotation of the fragment re- 
sulting in altered apposition of the thumb to the 
other fingers. There were only three of these 
fractures, one of which was wired with an ex- 
cellent anatomical and functional result. 

The main difficulties in fractures of the first 
metacarpal, especially Bennett’s fracture-disloca- 
tion, were reduction of the fracture and constant 
maintenance by a satisfactory method while at 
the same time allowing the maximum function 
of the thumb. The most common method of re- 
duction in the past has been reduction and fixa- 
tion in plaster in the abducted position, with 
pressure over the base to prevent redislocation 
radially and dorsally. This has two main faults: 
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first, it seldom maintains the reduction, and 
second, while the thumb is in the abducted posi- 
tion, the hand is practically useless. Other 
methods of fixation are by means of adhesive 
and pulp traction exerted by splints extending 
beyond the thumb (i.e. banjo splint). This has the 
same faults, with the additional one of pulling 
through the interphalangeal joint which may 
result in intractable stiffness and pain when the 
splint is removed. The main disadvantage of 
these methods is the recurrence of the deformity, 


and resulting weakness in the hand and pain in © 
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sult. In all cases of this type treated in the series 
the results weré uniformly excellent. 

The most serious and most common of all 
fractures of the first metacarpal is Bennett’s 
fracture-dislocation (Fig. 1), because it is dif_fi- 
cult to maintain the reduction until union takes 
place. If a smooth articular surface is not attained 
the patient will have, early or late, a serious 
disability of weakness, and on forced grasping 
with the thumb there will be a good deal of pain, 
which becomes progressively worse as traumatic 
changes advance in the irregular joint. Thus it is 





Fig. 1 


the thumb. Thus it became apparent that some 
more accurate method of reduction and fixation 
was desirable to produce a useful hand while the 
fracture is uniting, and to remove the disability 
of weakness and pain in the improperly reduced 
cases. 

In the case of fractures of the base the func- 
tional results are quite good no matter what 
form of reduction is used, because the metacarpo- 
phalangeal joint is not involved. This fracture 
most commonly occurs about three-eighths to one- 
half inch distal to the joint, and may be trans- 
verse, oblique, or comminuted. Sometimes there 
is a radial slip of the proximal end of the distal 
fragment, with shortening and angulation at the 
fracture site, resulting in a prominence on the 
radial side similar to the Bennett’s fracture- 
dislocation. Perfect reduction results in a return 
of early function, and a perfect anatomical re- 


of the first importance to maintain the reduction, 
and to produce as smooth an articular surface as 
is anatomically feasible. 

All the fractures in this report have been re- 
duced under Pentothal (thiopentone) and gas 
anzesthesia, as complete relaxation is important. 
A sling is placed about the upper arm and fixed 
to a hook in the wall, and, with the elbow flexed 
to a right-angle, traction is applied to the thumb 
and index finger. This slow, steady pull on the 
thumb will reduce all fractures of the meta- 
carpal. It is important to have the thumb pulled 
in the position of grasp, and the additional pull 
through the index helps to steady the hand while 
a Kirschner wire is drilled through the head or 
upper shaft of the metacarpal from the radial 
side, and across the web-space into and through 
the second metacarpal shaft. The direction is 
slightly distalward toward the second meta- 
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Fig. 2 


carpal, as this has been found to be better than 
straight across, or in a proximal direction. The 
position of the wire is checked. by the fluoro- 
scopic screen. The wire is then cut off one-half 
inch from the skin, and a small dressing covered 
with Sulphamel placed around the wire against 
the skin. Half a medium-sized cork is then placed 
over the end of the wire, and the whole is en- 
cased in skin-tight plaster extending from the 
upper forearm to the heads of the metacarpals; 
and about the thumb to a level just proximal to 
the interphalangeal joint. A slab is used first to 
go two-thirds around the forearm and about the 
cork, and then four-inch circular plaster band- 
ages (Figs. 2, 3). A fast-setting plaster is desirable, 
as it is very tiring maintaining constant traction 
on the thumb while the wire is inserted, the 
plaster applied, and drying takes place. (Chinese 
finger-stalls might overcome this.) In this position 
the patient can readily appose the thumb to the 
tip of the index finger, thus producing a useful 
hand while union is progressing. After two or 
three days the hand is comfortable, and light 
jobs can be done while the hand is in plaster. 
This aids greatly in the recovery of complete 





function on removal of the cast. The principle of 
fixation in this method is that there are two fixed 
points, namely the second metacarpal and the 
corked wire incorporated in plaster. The first 
metacarpal thus cannot lengthen, shorten or 
rotate, and reduction can be maintained. In this 
series the cast and wire were removed in six 
weeks, and within a week full movement at the 
carpo-metacarpal joint was obtained, and full 
work resumed. 

There has been a slight amount of moisture 
about the wire when it has been removed, but 
in all cases this was dry within two or three 
days. There has been no bone or subcutaneous 
infection. 

One complication that did arise in an early 
case was due to the use of too thin a Kirschner 
wire which broke at the level of entrance to the 


first metacarpal from a blow on the cast at two 
weeks, resulting in displacement which was cor- 
rected by removing the wire, reducing the frac- 
ture and rewiring it. The size of wire now used is 
0.0625 inches. If thinner wires are used they may 
bend and allow the deformity to recur. This 
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happened in an early case, and the result was 
union in malposition. 


An immediate postoperative radiograph is 
taken, and one in ten days and another in six 
weeks. There were no cases of delayed union or 
non-union in this series. 


It is possible up to two weeks, in old untreated 
cases, to reduce the dislocation, and to maintain 
the reduction by this method, until healing of the 
tear in the carpo-metacarpal ligamentous capsule 
takes place. 





Fig. 3 


The youngest patient was 16, the oldest 62, 
and the most common age group was 20 to 40. 
There were 5 cases in women, all in the right 
hand, and 24 cases in men, of which 14 involved 


the right hand. 





TABLE I. 
Per Me CI, bis intk go sw eh Ao oO 29 cases 
Female :— 
MR: Soe cs. TS. OCG as 1 case 
Automobile accident.................... 1 case 
ee SEN nob ek oh Kv RRR Ota 1 case 
DOP sire sCLEC EVO ia ey sue pe cated. 1 case 
PN Sis ik scale hie eek ala 1 case 
Occupation: 
Workmen’s Compensation Board......... 1 case 
PR aie died ae won Soph ed uies oe alae 3 cases 
I cS. Sas cee ea ee es 1 case 
Male:— 
A RR ie larson Se Fs 9 cases 
SRL s'y  :s chek RG eS CLR 3 cases 
RE PUNE oe 0 hy 0 Cine Richie ga hewn ts 1 case 
PE Have) ecco heed ou thie haeues 3 cases 
Ee ea eee ee 2 cases 
I on) h< iea g's rinae An aS 1 case 
CEI 50.555 SS IK A ese 2 cases 
SL gia Pins brs % erba wcie aie etal ahaa de 3 cases 
Occupation: 
Workmen’s Compensation Board......... 12 cases 
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TABLE II. 





BENNETT’S FRACTURE-DISLOCATION 








Results: 

Female: oe 
Excellent, no complaints................ 4 cases 
Good, good function, but occasional pain.. _1 case 
Male: 
I ix lan ott Ros Osos KA a ant 20 cases 
Good, working full time, but occasional pain _1 case 
Treated 2 days after fracture, some pain on 

MINES TE POON. 6-0 iis. i cen geee ss 1 case 
Treated 2 weeks after fracture, still some 

SS TI Ries on, ie + oie anes hesin’n 1 case 
Treated 3 weeks after fracture, fullwork but. 

MO ak RSC aides ies eeee 1 case 

SUMMARY . 


A series of 40 cases of fracture of the first 
metacarpal is reported. The importance of these 
fractures is emphasized, and the three main sites 
are discussed. A new method of accurate fixation 
is described. In Bennett’s fracture-dislocation the 
sex incidence, side of fracture, type of injury, 
occupation and results are tabulated. It is felt 
that the technique described is a simple and most 
effective method of treating all fractures of the 
first metacarpal, achieving consistently good 
results. 
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G.P. IN RUSSIA 


After thirty-six years of a different system it was hard 
to make our hosts understand what we meant by a gen- 
eral practitioner. We objected when the interpreters 
translated the term as “private practitioner”, because we 
thought this sounded as though doctors in the N.H.S. 
were still being paid directly by their patients. But per- 
haps the word private is not so inappropriate after all; 
for under the N.H.S. the patient makes what is essen- 
tially a private arrangement with his chosen doctor, who 
personally undertakes to look after him. In the Soviet 
Union there is no such contract: the doctor is a public 
servant whose primary loyalty is towards the State, not 
towards the patient who consults him. He does not 
regard himself as an individual practitioner, assuming full 
charge of his patient and exercising full responsibility, 
but rather as a member of a service: he does not prac- 
tice from his private house but from a medical station, 
dispensary, policlinic, or hospital, which is the local out- 
post of the service and where he forms one of a medical 
team.—T. F. Fox, Lancet, 1: 751, 1954. 
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THE USE OF HYDERGINE 
IN OBSTETRICS* 


P. B. PERCHESON, M.D., F.R.C.P.[C] and 
JOHN J. CARROLL, M.D., Vancouver, B.C. 


A GREAT DEAL of recent obstetrical literature has 
been focused on the elusive problem of primary 
uterine inertia. Terms such as uterine dyskinesia, 
disordered uterine action, abnormal uterine 
action, asynchronous uterine action, cervical 
spasm, cervical achalasia and primary uterine 
inertia, are used by different writers. They all 
denominate a state of affairs characterized by 
prolonged and painful labour, ineffectual uterine 
contractions, and a cervix incompletely dilated 
24 to 48 hours after the start of labour. Current 
literature on the subject stresses the probable 
functional aspect of the disorder, and associates 
it with sympathetic overactivity with a tendency 
for this factor to cause spasm of the uterus and 
cervix, and so disrupt the normal pattern of 
contractions. 

To gain a better understanding of this newer 
concept of abnormal uterine action, the older 
teachings on the innervation of the uterus must 
be queried. It is presumed that dilatation of the 
cervix is the result of the contraction and retrac- 
tion of the muscle fibres in the long axis of the 
uterus combined with a synchronous relaxation 
of the isthmus and cervix. To accept this, it 
would be necessary to assume that the body of 
the uterus is stimulated by sympathetic nerves 
from the hypogastric plexus, and that the isthmus 
and cervix have an inhibiting innervation from 
the sacral parasympathetic plexus. Although con- 
siderable controversy still exists as to the exact 
structure of the uterine musculature, there is a 
great deal of clinical and laboratory evidence to 
support the view that all parts of the uterus take 
part in the contractions of labour, and that both 
the corpus and cervix are stimulated to contract 
by exogenous and endogenous adrenaline, and 
by stimulation of their sympathetic nerve supply. 


CONTRACTION PATTERN IN NORMAL LABOUR 


Caldeyro, Alvarez and Reynolds,1 by the combined 
use of external and internal hysterography, found that 
in the course of normal labour the human uterus con- 
tracted synchronously, and that all parts of the uterus 
took part in the contraction pattern. These authors con- 
sidered normal labour to be characterized by: (1) strong 
uterine contractions; (2) strong fundal dominance; (3) 


*From the Departments of Anesthesia of the Vancouver 
Grace Hospital and the Burnaby General Hospital. 
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good synchronization between the different parts of the 
uterus; and (4) decrease of the amniotic pressure be- 
tween contractions to about 10 mm. Hg. They found 
that in normal labour there is a decline in activity of the 
human uterus from the fundus to the cervix. 

Caldeyro and Alvarez,2 by means of simultaneous 
recordings of the amniotic pressure and the intramuscu- 
lar pressures in the fundus, lower segment and cervix, 
were able to show a degree of synchronization between 
the contractions of the uterine fundus and the cervix. 
From a review of their tracings they concluded that: (1) 
in normal labour the average intensity of the contraction 
(pressure exerted by the uterine musculature on its con- 
tents) ranged between 30 and 50 mm. Hg., and, in 
some instances, reached as high as 60 mm. Hg.; (2) 
where the intensity was below 25 mm. Hg., labour pro- 
gressed very slowly; (3) labour did not progress at all 
when the average intensity was below 15 mm. Hg.; (4) 
the effect of uterine contractility in a given time was 
roughly proportional to the product of the intensity and 
the frequency of contractions; (5) in normal labour 
the resting tone of the uterus (pressure exerted by the 
uterus between pains) ranged between 8 and 12 mm. 
Hg. They again stressed the fundal dominance in a 
normal contraction pattern. 

Halliday and Heyns® studied the activity of the gravid 
human uterus by means of electrical recordings. They 
found that in a large percentage of cases the electrical 
activity of the lower segment was. equal to that of the 
fundus. They: questioned the work of Caldeyro and others 
who showed an increased gradient of activity in the 
fundus of the uterus as compared to the lower segment. 
They explained this apparent fundal dominance by the 
rotation of the uterus during a contraction. This they 
claimed resulted in a deformity of the abdominal wall 
and increased pressure in the fundal region. 

Schild, Fitzpatrick and Nixon‘ studied the activity 
of the cervix in the gravid human uterus and came to 
the conclusion that the cervix did contract during labour, 
at times synchronously with the body of the uterus but 
often independently. 


Thus we have considerable evidence to sup- 
port the concept that all parts of the uterus take 
an active part in the contractions of normal 
labour. The work of other investigators lends 
credence to the “fundal dominance” pattern of 
contractions as established by Caldeyro and 
others. Danforth’ in 1947 showed that, in the 
pregnant state, the cervix consisted chiefly of 
fibrous tissue with an average of about 10% 


' muscle. Naeslund* and others, in 1948, found that 


the contractile protein actomyosin was more 
abundant in the body of the uterus than in the 
lower segment, These findings can be used to 
explain the relative decrease in the gradient of 
activity from the fundus, where the muscle con- 
tent and contractile protein are more abundant, 
to the lower segment, where these ingredients 
are less abundant. 


INNERVATION OF THE UTERUS 


If we are to accept the evidence in support 
of the active participation of all parts of the 
uterus in the contraction of labour, we must of 
necessity reorientate our views on the nerve 
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supply of the uterus. The assumption that the 
cervix and lower segment are inhibited while 
the upper segment is stimulated by the sym- 
pathetic nerves would make the foregoing views 
incompatible. Likewise, the assumption that the 
upper segment has only sympathetic, and that 
the lower segment and cervix have a purely 
parasympathetic nerve supply, would make the 
preceding concepts untenable. 

Conclusive anatomical proof of a mixed in- 
nervation to the uterus is lacking, but there is 
considerable evidence to support the opinion that 
all parts are influenced by the sympathetic divi- 
sion of the autonomic nervous system, and re- 
spond in the same way to stimulation of these 
nerves, and to increased adrenaline secretion 
resulting from sympatho-adrenal overactivity. 
Kaiser and Harris’ studied the effects of adren- 
aline on the pregnant human uterus. They found 
that in concentrations whereby the general sys- 
temic effects of adrenaline would be manifested 
by clinical signs, the drug has an oxytocic action 
throughout the uterus, producing contractions 
which differed in pattern from those of normal 
labour. They noted that in difficult labour, with 
emotional overactivity and increased secretion of 
endogenous adrenaline, the pattern of contrac- 
tions observed was identical to that excited by 
the injection of exogenous adrenaline. Schofield® 
reported on the innervation of the cervix and 
cornu uteri in the rabbit. She found that stimula- 
tion of the hypogastric nerve in these animals 
excited contractions of both the cervix and 
cornua. She could reproduce these effects by the 
injection of adrenaline and _ noradrenaline. 
Cleland® has incontrovertibly proved that the 
same sympathetic pain fibres which enter the 
spinal cord at the 11th and 12th thoracic seg- 
rnaents serve both the cervix and the body of 
the uterus. He showed that a_ paravertebral 
block of the 11th and 12th thoracic nerves was 
sufficient to relieve the pain from both uterus 
and cervix during the first stage of labour. 

Thus it is probable that not only do all parts 
of the uterus take an active part in the contrac- 
tions of normal labour, but that all parts of the 
uterus can be stimulated to produce abnormal 
contraction patterns, and even spasm, by sym- 
pathetic nerve stimulation, or by sympatho- 
adrenal overactivity with its increased endo- 


genous adrenaline secretion. 
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REVIEW OF UTERINE INERTIA 


In order to arrive at a plausible definition of 
primary uterine inertia and its attendant cer- 
vical spasm or achalasia, the work of several 
investigators in this field has to be considered. 


MacRae’? defined primary uterine inertia as a condi- 
tion in which the first stage of labour has lasted for 48 
hours or more despite the absence of cephalo-pelvic dis- 
proportion. In his series, the atonic uterus and the hyper- 
tonic uterus with cervical achalasia were commonly seen. 
He described the latter type as clinically showing no 
relaxation of the cervical os after it had been taken up. 
This was usually combined with severe incoordinate con- 
tractions of the uterus, and was frequently associated 
with signs of sympathetic overactivity. The incidence of 
inertia in his series was 3.2%, and he stressed the high 
fetal loss and increased maternal morbidity in these 
labours. 

Jeffcoate1! claimed that hypotonic or atonic inertia 
was relatively uncommon and that, in his experience, the 
hypertonic type of inertia was more frequently en- 
countered. He also alluded to the functional aspect of 
this complication. Arthur,1? in his discussion on cervical 
dystocia, stressed the functional aspect of this disorder. 
He believed that even the soft hanging cervix was due 
to the combined factors of functional disorder and excess 
of fibrous tissue in the cervix. He found this condition to 
be present in 1.5% of his confinements. 


Caldeyro and Alvarez,!* in their study of abnormal 
labour, found the hypertonic type of inertia to be the 
more common. They considered this type of inertia to be 
characterized by high resting tone of the uterus, con- 
siderable backache in the mother, and hypoxia in the 
fetus. They stated that the contractions ot the hyper- 
tonic uterus were of abnormal form, very irregular, and, 
because of the high resting tone of the uterus, of low 
intensity. They stressed that in this condition: (1) 
dilatation of the cervix did not progress; (2) pain 
might be quite severe between contractions because of 
the hypertonicity of the uterus; (3) there was loss of 
the fundal dominance and lack of co-ordination between 
the different parts of the uterus; (4) the majority of the 
contractions started in the lower segment and spread to 
the upper segment, which is the reverse of the normal 
pattern. 

Williams! found that intrauterine pressure in the 
hypertonic uterus varied a great deal. He described the 
uterine action as erratic and unpredictable and stated 
that the intrauterine pressure varied enormously from 
one contraction to the next. He stressed the marked 
irritability of the uterus in this type of inertia, and . 
found that this type of uterus had a tendency to go into 
tetanic spasm. He agreed that there was lack of fundal 
dominance, and loss of co-ordination between the dif- 
ferent parts of the uterus in the contraction pattern of 
hypertonic inertia. 

Reist15 stated that in addition to the inco-ordination 
and spasm of both uterus and cervix, emotional tension 
was often responsible for a syndrome which he de- 
scribed as “fixation of the soft parts.” He considered this 
to be a functional disorder generally occurring in the 
cervical region and characterized by the finding of a 
cervix which had ceased to dilate, felt rather relaxed and 
did not show spasm with the uterine contractions. Clini- 
cally, this commitions was typified by a persistent soft 
anterior lip of cervix which was likely to become in- 
carcerated., 

Reist also called to mind that sympatho-adrenal over- 
activity was clinically manifested in the reaction of the 
female genitalia to vaginal examination. Feelings of 
aversion, anxiety, fear and’ pain set in motion the 
sympatho-adrenal emergency reaction, and, in the copu- 
latory parts of the female, produced a syndrome known 
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as vaginismus. He pointed out that this syndrome con- 
sisted of adduction and internal rotation of the thighs, 
extension of the hip joints, lordosis of the spine and 
lowering of the pelvis in an attempt to withdraw from 
the obstetrician’s examining hand. Every obstetrician is 
familiar with this reaction in the hypersensitive woman. 
Reist went on to say that this same reaction also caused 
contraction of the subcutaneous tissue of the vulva, 
emptying of the corpora cavernosa, decrease in turgor 
of the vulvar tissues, retraction of the urethral crest and 
spastic closure of the vulvar introitus. Thus it appears 
that both vaginismus and uterine inertia are clinical 
manifestations of the same functional disorder. 

In the clinical field the work of Sauter!® is most 
provocative. He found that atropine raised the basal tone 
of the uterus and the cervix. In contrast to this, he 
claimed that the parasympathomimetic drug_prostig- 
mine never increased, but usually reduced, the basal 
tone of the uterus. He pioneered in the clinical investiga- 
tion of the sympatholytic and adrenolytic drug dihydro- 
ergotamine (DHE). He was impressed with the ability 
of DHE to decrease the basal tone of the uterus and 
relax a spastic cervix. His observations led him to 
believe that sympathetic overactivity was responsible 
for cervical spasm and primary uterine inertia. 

Read!7 epitomized these concepts in his teaching that 
a tense patient means a tense cervix, and that a tense 
cervix means a prolonged and painful labour. In 
selected patients, the teaching and practice of complete 
relaxation during pregnancy has resulted in a relatively 
painless and uneventful labour. 


In this discussion all types of primary uterine 
inertia have been combined. Clinically, this con- 
dition is characterized by asynchronous uterine 
contractions during the first stage of labour. The 
fundal dominance of the contraction pattern is 
replaced by either antiperistaltic contraction 
waves or by irregular strong or weak contrac- 
tions. The resting (basal) tone of the uterus may 
be increased, decreased or normal. The cervix 
participates in this disorder by slow and often 
painful dilatation which is usually incomplete 
after a trying first stage. In general either the 
cervix remains hard and tense and may be 
felt to contract instead of relax during the 
pains, or it may be detected as a soft hanging 


lip which is liable to become incarcerated. Pa- » 


tients who show signs of tension, fear, emotional 
upset or aversion to child-bearing are prone to 
subscribe to this functional disturbance. It is 
likely to occur in from 1.5 to 3.2% of all con- 
finements. Everyone agrees that this dysfunc- 
tion unduly prolongs labour and increases the 
incidence of maternal morbidity and infant 
asphyxia. It may necessitate active interference 
on the part of the obstetrician and has increased 
the number of deliveries by Czsarean section in 
some centres (Nixon"’), 


TREATMENT 


The treatment of primary uterine inertia and 
cervical spasm or achalasia has until recently 
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been carried out on an empirical basis. Rest, 
sedation, supportive intravenous fluids and 
watchful expectancy have had a measure of suc- 
cess. In this respect it is recognized that rest and 
sedation are measures which allay fear and ap- 
prehension and decrease the stream of sympa- 
thetic impulses converging on the uterus and 
cervix. Antispasmodics such as papaverine have 
been tried, and in high doses they may have 
a beneficial effect on uterine and cervical spasm. 
However they act directly on smooth muscle 
and in that way they also stop the contractions. 
Uterine stimulants such as Pitocin have been 
tried and found wanting. In the normotonic and 
hypotonic types of inertia the drug may be of 
some value, but in the hypertonic type of inertia 
it merely increases the intensity of the contrac- 
tions but does not alter their character—the 
asynchronous pattern persists (Jeffcoate''). In 
addition, the oxytocic action of Pitocin is not 
without danger to both mother and child. 


In our endeavour to overcome cervical spasm 
and achalasia, we’ have studied the action of the 
hydrogenated ergot alkaloids. In our firsc series 
of cases we used dihydroergotamine (DHE). This 
drug was synthesized by Stoll and Hofmann”? 
in 1943. Rothlin®! showed that hydrogenation of 
the alkaloid ergotamine altered its pharmacologi- 
cal properties, so that its oxytocic action was 
either markedly depressed or completely 
abolished, while the sympatholytic and adreno- 
lytic powers were accentuated. He demonstrated 
that, in animals, dihydroergotamine was devoid 
of oxytocic properties and was capable of in- 
hibiting the oxytocic action of ergotamine and 
ergometrine. He showed that in the presence of 
sympathetic overactivity and increased blood 
adrenaline the sympatholytic and adrenolytic 
actions of this drug were more pronounced. 

We used this drug in a series of 50 cases of 
delayed labour due to cervical spasm and uterine 
inertia. In 13 of these cases the drug was ad- 
ministered by the intramuscular route in doses of 
either 0.5 or 1.0 mgm. and the results obtained 
were neither dramatic nor conclusive. In the 
remaining 37 cases the drug was given by the 
intravenous route in doses of 1.0 mgm. diluted 
to 10 ml. in sterile water or saline. The injection 
was carried out cautiously and intermittently 
over a period of 3 to 8 minutes depending on 
the response to a test dose of 1.0 ml. of the 
diluted solution. In these 37 cases, the time from 
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the injection of the drug until the cervix was 
fully dilated averaged 10 minutes; and the time 
from the injection of the drug until completion of 
the delivery averaged 25 minutes. The response 
was most dramatic in those cases where the 
cervix was at least 6 cm. dilated before the drug 
was administered, and where the mother showed 
signs of emotional distress and sympathetic over- 
activity. 

Despite the apparent beneficial action of di- 
hydroergotamine in this series, the drug did slow 
the fetal heart in 60% of cases, and, in a few 
instances, the resulting contractions of the uterus 
simulated uterine spasm. This drew our attention 
to the fact that hydrogenation of ergotamine did 
not completely abolish its oxytocic properties, 
and that the high incidence of fetal bradycardia 
encountered in this series could have been the 
result of this undesirable action. However, since 
the incidence of fetal wastage and maternal 
morbidity increased unduly where primary 
uterine inertia and cervical spasm prevailed, we 
felt that the cautious use of this drug in these 
cases was fully justified. Bruns?? and others 
studied the action of dihydroergotamine on 
human uterine contractility by taking simul- 
taneous recordings of amniotic fluid pressure and 
uterine contractions. They concluded that single 
intravenous doses of dihydroergotamine ranging 
from 0.25 to 1.0 mgm. were usually oxytocic. 
They found that the drug had its least dangerous 
activity when it was given in a drip dilution of 
1.0 mgm. in 500 ml. of 5% glucose in water, 
administered at the rate of approximately 30 
drops to the minute. 

Gill** in a recent paper reviewed his observa- 
tions on the effects of dihydroergotamine upon 
human uterine action. He stressed the safety of 
the drug, provided the dose did not exceed 0.25 
mgm, intramuscularly. He stated that there was 
a definite individual variation in the response 
to the same dose of the drug. He stressed that 
larger doses might excite uterine contractions; 
but, in his experience, these contractions were 
always intermittent and did not resemble the 
pattern produced by ergot oxytocics. By uterine 
tracings Gill demonstrated that dihydroergota- 
mine inhibited the oxytocic action of ergometrine 
and methylergobasine. A similar but less marked 
inhibition of Pitocin was also attributed to 
dihydroergotamine but, in his experience, there 
were no instances of post-partum hemorrhage 
as a result of this inhibiting action. 
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Because of the high incidence of fetal brady- 
cardia encountered with the use of dihydro- 
ergotamine, we have supplanted this drug with 
Hydergine in a series of 100 cases. Hydergine 
is an equiproportional mixture of dihydro- 
ergocornine, dihydroergocristine and dihydro- 
ergokiyptine, available in 1 ml, ampoules con- 
taining 0.3 mgm. of the alkaloidal mixture. It is 
produced by the hydrogenation of the naturally 
occurring alkaloids which comprise the ergo- 
toxin group (Stoll and Hofmann?’). By virtue of 
its central action, Hydergine effects a dampen- 
ing of the impulses from the vasomotor centre, 
and thus causes a lowering of vascular tone. By 
its central vagotonic action and its dampening of 
pressor-sensory reflex mechanisms Hydergine 
slows the pulse rate and prevents a compensatory 
tachycardia characteristic of this type of hypo- 
tension. Hydergine effects peripheral vasodilata- 
tion by its peripheral adreno-sympatholytic ac- 
tion as well as its central action on the vasomotor 
centre. These adrenolytic and sympatholytic 
actions, normally latent, become manifest in con- 
ditions of adrenergic and sympathetic overac- 
tivity. In this way the pharmacological properties 
of Hydergine and dihydroergotamine are closely 
related. The main difference between the two 
drugs is emphasized by comparing their direct 
action on the smooth muscle of blood vessels. 
The direct action of Hydergine on the smooth 
muscle of peripheral vessels results in vasodilata- 
tion, whereas the direct action of dihydroergota- 
mine on these vessels effects a mild vasoconstric- 
tion. 


Therapeutically Hydergine is recommended 
for the treatment of arterial hypertension and 
peripheral vascular disease, and is of no value 
in the treatment of the acute migraine attack. 
Dihydroergotamine, on the other hand, is of no 
value in the treatment of hypertension and only 
of limited value in peripheral vascular disease, 
but is a useful drug in the treatment of migraine. 
These therapeutic indications demonstrate the 
pharmacological differences between the two 
drugs. Hydergine, therefore, possesses all the 
desirable action of dihydroergotamine (such as 
adreno-sympatholytic activity) and, in addition, 
it has a direct relaxing action on the smooth 
muscle of peripheral vessels. Rothlin®? showed 
that hydrogenation of the ergot molecule either 
reduced or completely abolished its oxytocic 
action. In view of the difference in the pharma- 
cological activity of the two drugs, we believe 











that this reversal of oxytocic action was more 
thoroughly accomplished in the case of Hyder- 
gine. 

In addition, it has been shown experimentally 
that this adrenergic blocking action of Hydergine 
is much more profound on vessels of visceral 
structures than on those of somatic ones. It was 
demonstrated in the dog that a dose of Hyder- 
gine that failed to alter significantly the femoral 
blood flow response to intra-arterial injections 
of epinephrine quite markedly inhibited the 
vasconstrictor action of epinephrine on the renal 
and superior mesenteric vascular beds (Gruhzit**). 

We have now used Hydergine in 110 cases. 
The drug was given in various dilutions. Sixteen 
of the patients received it in a dilution of 1 
ampoule (0.3 mgm.) in 5 ml. sterile water; 50, 
in a dilution of 1 ampoule in 10 ml. water; five 
in a dilution of 1 ampoule in 20 ml. water; 36 
others had it administered in a drip solution of 
1 ampoule in 500 ml. of a 5% glucose solution 
and the remaining three cases received the drug 
in a drip dilution of 1 ampoule in 1,000 ml. of a 
5% glucose solution. The drug was injected 
slowly over a period of 3 to 8 minutes in the 
cases of 1 in 5 to 1 in 20 dilutions. The drip 
dilutions of 1 in 500 and 1 in 1,000 were admin- 
istered at a rate of 60 to 120 drops per minute. 
In the majority of cases treated the whole 
ampoule of 0.3 mgm. of the drug was utilized, 
but in several instances the desired effect was 
obtained with as little as 0.06 mgm. of Hydergine. 


Our usual indication for the use of Hydergine 
was protraction of the first stage of labour in 
an emotionally unstable patient. Clinically, this 


was characterized by mounting tension (in the. 


first stage of labour) which often culminated in 
hysterical outbursts. Many of these patients com- 
plained of great discomfort between contractions, 
which caused them to writhe about during and 
between pains. These patients would co-operate 
neither with the obstetrician nor anesthetist. 
Their contractions were of poor quality and 
character, and cervical dilatation progressed very 
slowly. Progress in the first stage of labour fre- 
quently became arrested after the cervix had 


become about two-thirds dilated. Often the 


cervix persisted as a complete or partial rim, 
after having dilated rapidly to that stage, Fre- 
quently, the obstetrician noted on vaginal ex- 
ainination that this type of cervix contracted and 
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felt rigid with the pains. Occasionally, he felt a 
flaccid hanging rim of cervix which had shown 
no apparent progress in the preceding one-half 
to two or more hours, 


A few of our patients were outwardly calm 
and co-operative, but the presence of vaginismus 
on examination indicated concealed tension. Slow 
cervical dilatation with ineffectual contractions 
was as commonly detected in these cases as in 
those who manifested emotional instability with 
external signs. 


In 64% of our series (70 out of 110 patients), 
the cervix dilated fully within 20 minutes from 
the time the Hydergine injection was started. 
Furthermore, of this 64% group, the cervix in 
41 patients became fully dilated in 10 minutes. 
There were 58 multiparas whose duration of 
labour had averaged: 13 hours before Hydergine 
was given (the shortest being 4 and the longest 
30 hours). The remaining 12 patients were 
primiparas and, in these, the duration of labour 
had averaged 25 hours (the shortest being 17 
hours and the longest over 48 hours). In this 
group of 64%, four-fifths of the patients were 
outwardly tense and hyperactive while one-fifth 
showed no external evidence of emotional over- 
activity. There were 7 patients with posterior 
presentations who responded well to Hydergine. 

Of the remaining 36% (40 out of 110 patients ), 
21 cervices were fully dilated within 1 hour of 
the inception of the Hydergine injection, and 
the other 19 patients required anywhere from 80 
minutes to 5 hours to complete the cervical 
dilatation. 

However, in these 40 cases where the results 
from the use of Hydergine were considered 
equivocal, there were 10 posterior presentations, 
4 cases of cephalo-pelvic disproportion ard 4 
cases where the drug was tried in an attempt to 
expedite a normally progressing labour. More- 
over, fully two-thirds of these patients showed 
no evidence of emotional tension. We believe 
that the majority of these 40 cases did not mani- 
fest the desirable criteria, which, in retrospect, 
we consider to be necessary for Hydergine 
therapy. 

Complications._We had 4 cases where the 
fetal heart slowed to between 80 and 90 beats 
per minute and only one case where the result- 
ing contractions of the uterus resembled a spasm 
for the duration of two pains. In this latter 
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instance, the fetal heart slowed to 90 beats per 
minute. There were no fetal deaths or maternal 
complications which could be ascribed to the use 
of Hydergine. The drug did not have any ap- 
preciable effect on the maternal blood pressure. 
This is probably explained by the previously 
mentioned fact that the peripheral effect of 
Hydergine is less marked than its effect on the 
viscera (Gruhzit”*). Recumbency of the patient 
was an additional factor which probably helped 
to prevent maternal hypotension. 


DISCUSSION 


One hundred and ten obstetrical patients were 
treated with Hydergine. We were impressed with 
the relative safety with which Hydergine could 
be administered as compared to dihydroergota- 
mine or Pitocin. In cases of marked emotional 
instability and arrested labour with a cervix 
dilated to at least 6 cm. the drug proved to be 
of unquestionable value. 


It was our impression that the drug would be 
of no value in cases of relative cephalo-pelvic 
disproportion such as posterior presentations. 
This concept is challenged by the fact that excel- 
lent results were obtained in 7 cases of posterior 
presentation. It is conceivable that the prolonged 
and painful labour so often seen in posterior 
presentations would result in sympathetic over- 
activity and subsequent disorder of uterine con- 
tractions with cervical spasm or achalasia. This 
superadded factor can be controlled with Hyder- 
gine. Furthermore, in the group of 64% of cases, 
where the results were considered to be excel- 
lent, only four-fifths of the patients showed ex- 
ternal manifestations of tension and fear. Since 
the results in the remaining fifth of this group 
were just as striking, we believe that the latter 
group were better able to suppress the external 
component of internal tension. In the 36% of 
cases where the results following the use of 
Hydergine were considered to be equivocal, the 
high incidence of complicating factors such as 
posterior presentations and disproportions as 
well as the low incidence of .clinical manifesta- 
tions of tension and emotional instability serve 
as a striking contrast to the group where the 
results were most dramatic. 


Because a mild oxytocic action was detected 
with the use of Hydergine in 1 case, and because, 
in this instance, the drug was, administered in 
a dilution of 1 ampoule (0.3 mgm.) in 10 ml. 
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water, we feel that greater dilutions such as 1 
ampoule in 500 ml. of 5% glucose solution, are 
indicated. However, this case may have been a 
coincidence, in view of Williams's’ findings 
relating tetanic spasm to hypertonic inertia. 

In our series, the hypertonic type of inertia 
with cervical spasm or achalasia was the usual 
indication for Hydergine therapy. 


, 


SUMMARY AND CONCLUSIONS 


TABLE I. 





HyYDERGINE THERAPY OF 110 Cases or UTERINE INERTIA 


A. 64% EXCELLENT RESULTS—cervix fully 
(70 cases) dilated within 20 minutes. 
BREAKDOWN 
(1) 41 of the 70 dilated in 10 minutes. ; 
(2) Four fifths of the 64% showed evi- 
dence of emotional overactivity. 
B. 36% EQUIVOCAL RESULTS — cervix fully 
(40 cases) dilated in from 1 to 5 hours. 


BREAKDOWN 
(1) 21 dilated in 1 hour. 


(2) 19 dilated in from 80 minutes to 5 
hours. 

(3) Two-thirds of the 36% showed no 
clinical evidence of emotional over- 
activity. 

(4) 14 cases showed evidence of cepha- 
lopelvic disproportion. 





In our hospitals Hydergine has warranted a 
place in the treatment of uterine inertia and 
cervical spasm or achalasia. The drug is rela- 
tively safe to administer, and, on the basis of 
our experience, dilutions of 1 ampoule (0.3 mgm.) 
of Hydergine in 500 ml. of 5% glucose solution 
are recommended. We feel that the drug should 
only be used when all the clinical criteria of 
uterine inertia and cervical spasm or achalasia 
are present. Hyperactive patients with posterior 
presentations and outwardly calm patients in 
whom internal tension is detected by the pres- 
ence of vaginismus on vaginal examination will 
frequently respond dramatically to the drug. 
However, definite evidence of cephalo-pelvic 
disproportion is a contraindication to Hydergine 
therapy. In our experience, the drug is of ques- 
tionable value is expediting normal labour. 

We are not prepared to say whether the sym- 
patholytic and adrenolytic actions of Hydergine 
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produce their effect predominantly on the cervix 
or on the uterus as a whole. Whatever and 
wherever its mode of action, the net result in 
these carefully selected cases is a more efficient 
type of uterine contraction. This, combined with 
rapid dilatation of the cervix, effectively shortens 
a difficult and trying labour. Thereby, the high 
incidence of maternal complications and fetal 
anoxia is materially decreased. 


We are indebted to our associates in anesthesiology: 
Dr. A. C. Blair, Dr. J. A. McNab and Dr. J. W. Dennis 
for their valuable assistance in the preparation of this 
paper. We are grateful to the obstetricians of the Van- 
couver Grace Hospital and the Burnaby General Hospital 
for their cooperation in the preparation of this series. 
We wish to thank Sandoz Pharmaceuticals for their 
generous supply of Hydergine. 

We gratefully acknowledge the advice, support and 
cooperation of Dr. A. L. Hunt, chief of staff of the 
Vancouver Grace Hospital. 
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ANASTOMOSIS OF A SYSTEMIC 
ARTERY TO THE CORONARY 
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In aBout 50% oF cases of fatal occlusion of 
the coronary artery, it has been shown by the 
work of Zoll' that the occlusion takes place in 


the proximal part of the main coronary or at the . 


origin of the main branch, in either the left 
anterior descending or circumflex vessels. In 
these cases there is advanced arteriosclerotic 
change with calcareous degeneration and great 
narrowing of the lumen, which in itself may be 
fatal, or there is added a recent thrombus to 
complete the occlusion. In this group, the re- 
mainder of the coronary system distal to that 
site is not badly degenerated, although showing 
some arteriosclerotic changes. The lumen is 
adequate and it seemed to the authors that if a 
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reasonable circulation could be provided distal 
to the obstruction, the dangers of coronary 
sclerosis might be overcome. 

In the other 50% of cases there is fairly diffuse 
degenerative change throughout the whole 
vascular tree, so that such an anastomosis would 
not provide a reasonable improvement in circula- 
tion. 

In earlier work by Murray? the coronary artery 
was divided and then sutured; in other experi- 
mental work? sections were removed and a 
venous graft was applied. It was found héwever 
that, during the time necessary to repair the 
vessel, the area supplied by the vessel became 
infarcted. While the vessel functioned satis- 
factorily, the infarcted muscle did not improve 
and this vitiated the results. 

The present paper is a report of results of at- 
tempts at preventing such infarction during 
operation on the coronary artery. By the 
methods to be described, experiments in dogs 
showed that such an anastomosis could be 
carried out satisfactorily and infarction pre- 
vented, so that following operation circulation 
to an area of heart muscle was provided by the 
anastomotic branch after occlusion of the ani- 
mal’s own coronary proximal to the site of 
anastomosis. 
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EXPERIMENTS 


Experiments were carried out on dogs. A 
segment of the anterior descending branch of 
the left coronary artery just distal to the bifurca- 
tion of the main trunk was cleared of fine 
branches entering the myocardium and the 
septal area, for a distance of about one centi- 
metre. As a result of this, in a few animals there 
were minor infarcts of not more than half a 
square centimetre in the immediate area. A fine 
hypodermic needle was then introduced into the 
lumen of the vessel and a sufficient flow of 
heparinized blood from the animal was provided 
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Fig. 1.—Method of perfusion by oxygenated heparinized 
blood under pressure through needles in distal branches 
of coronary artery to prevent infarction during operation. 


from a reservoir. When this was well established 
the artery proximal to this level could be 
clamped off and a segment removed; either a 
graft was then applied or an anastomosis carried 
out. It was found that a No. 26 gauge needle 
was too small and it required a No. 18 to carry 
sufficient blood to prevent the formation of an 
infarct (Fig. 1). In 18 such experiments, it re- 
quired not less than 20 c.c. of blood per minute 
going through the distal segment of the artery 
to prevent infarction. 

A modification, was then tried in which it was 
designed to use a branch from the aorta of the 
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same experimental animal; through this the 
animal's own blood pressure would cause per- 
fusion of the distal segment of the coronary 
artery and at the same time allow for anastomosis 
of this vessel to the coronary artery. 

It was planned to use the internal mammary, 
the subclavian, the axillary or carotid artery, or 
a free graft attached to the aorta, which would 
be placed in a more advantageous position to 
reach the coronary artery than any of these 
vessels. A polythene tube that would go neatly 
into the coronary artery was passed through a 
branch of the artery to be used, then through the 
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Fig. 2.—Method of using plastic tubing to quickly 
perfuse distal segment of coronary to prevent infarction. 
distal aspect of the lumen of the artery and out 
through the end. The * ibe was split in such a 
way that blood coming down this branch would 
enter freely into the tube. The tube, after con- 
trol of the coronary artery, was then slipped 
through either a lateral incision or the divided 
distal end of the coronary artery; ligatures, al- 
ready in position, were then tied around the 
coronary surrounding the polythene tube as well 
as around the branch through which the tube 
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entered the artery to be grafted. This controlled 
the circulation. There was no bleeding and a 
satisfactory flow took place through the distal 
segment of the coronary artery. After some 
technical details had been mastered, it was pos- 
sible to carry this out satisfactorily (Fig. 2). By 
this means, an end-to-side anastomosis could be 
carried out satisfactorily between the trans- 
planted and coronary arteries, or if desired the 
coronary artery could be divided, the polythene 
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Fig. 3.—Showing position of either axillary or free 
autogenous carotid graft from subclavian after anasto- 
mosis with coronary. 


tube passed through the open end of the distal 
segment and an end-to-end anastomosis carried 
out between the donor branch and the distal end 
of the coronary, under which conditions the 
proximal end of the coronary was tied off. It was 
found an advantage to use 1% procaine to cut 
down the irritability of the heart; when the ex- 
periment was working well, there were no 
complications such as fibrillation or cardiac 
standstill. The technique was developed so that 
within thirty seconds the circulation was re- 
stored to the distal segment of the coronary 
artery, following its interruption. In other words, 


CoRONARY ANASTOMOSIS 





Canad. M. A. J. 
Dec. 1954, vol. 71 


the heart muscle was deprived of its circulation 
for not more than thirty seconds, under which 
conditions there were no untoward effects. 

When the anastomosis was completed, the 
polythene tube was withdrawn by traction on its 
upper end. It then receded from the coronary 
artery across the anastomosis, and up through 
the subclavian or whatever branch was used. 
This branch was then tied off, thus closing the 
completed circulation to the coronary artery. 

It was found during this procedure that the 
internal mammary artery and its branches were 
not of sufficient size to allow passage of a large 
enough polythene tube. The subclavian artery 
was relatively too short, and the strength and 
thickness of the proximal part tended to make it 
retract so strongly that on completion of the 
anastomosis and removal of the polythene tub- 
ing, it produced too much traction on the 
coronary artery, tending to cause obstruction 
either at the base of the subclavian or at the 
anastomosis. 


The dissection was then carried more distally, 
removing the axillary artery and bringing down 
its end; this worked better than the subclavian 
anastomosis. Using the carotid artery was open 
to the same objections as for the subclavian; it 
was not long enough to give a free circulation. 
The best results were obtained by using a free 
graft of carotid artery, bringing it off the aorta 
in such a position that it was easily and directly 
brought to the coronary vessels where a similar 
type of procedure was carried out (Fig. 3). This 
was the most satisfactory method. Seventeen 
such operations were carried out in experimental 
animals. In the first few experiments, many 
technical difficulties were encountered but were 
finally overcome. In five of the animals, the 
anastomosis was satisfactory and the coronary 
circulation was adequate. There was no infarct 
of the heart during periods of study of two and 
a half hours to eight days after operation. 

It was demonstrated by this method that the 
coronary artery could be occluded, that the 
distal segment could be perfused satisfactorily to 
prevent the formation of an infarct, and that the 
coronary artery could be anastomosed either to 
a branch of the aorta or to a graft coming from 
the aorta, thus maintaining the coronary 
circulation without infarcts. 

The question arose whether such a method 
might be applicable in suitable cases of coronary 
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stenosis in human beings. So far it has not been 
thus applied, but in suitable cases it might be 
accomplished safely and with great satisfaction 
to the patient. It would first be necessary to 
know that the coronary artery was patent and 
in fairly good condition distal to the site of a 
more proximal obstruction. It would also be 
necessary to apply this principle before occlusion 
of the artery and before infarction had occurred. 
Therefore, in cases of coronary stenosis: with an 
adequate diagnosis, the development of coronary 
occlusion might be prevented and symptoms of 
stenosis completely eliminated. To obtain this 
information, angiography might be necessary 


either in the x-ray department or on the operat- 
ing table, when injecting an opaque substance 
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into the coronary artery would demonstrate the 
state of the lumen of the vessel. This presents a 
further challenge not only to make the diagnosis 
of coronary stenosis but also to give precise in- 
formation regarding the site of stenosis and the 
state of the vessel both proximally and distally. 
When such information is available, there is a 
possibility that in suitable cases great improve- 
ment in the function of the coronary arteries 
might be obtained by the procedures described. 
Part of this research was done at The Caven Memorial 


Institute, supported by grants from J. S. McLean, Percy 
Gardiner and Joseph West. 
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SJOGREN’S SYNDROME 


KEITH MacLEAN, M.D., F.R.C.P.[C] and 
H. S. ROBINSON, M.D., C.M.,* Vancouver 


HENRIK SJOGREN in 1933! drew attention to an 
association between keratoconjunctivitis sicca, 
xerostomia, (due respectively to diminished 
lacrimal and salivary secretion), and rheuma- 
toid arthritis. In subsequent papers he and other 
investigators described additional clinical 
features. 

The syndrome or disease is rare. It occurs 
mainly in women past the menopause. Basically, 
there is a deficiency in lacrimal and salivary 
secretions which leads to dryness of the eyes 
and mouth, with visual and oral disturbances. 

The complaints vary with degree of involve- 
ment of various groups of glands. There may be 
recurring episodes of itching or burning dis- 
comfort of the eyes with redness. Recurring or 
persistent, usually painless swellings, of the paro- 
tid and submandibular glands are frequent 
features. Dryness of the nose and mouth, with 
difficulty in masticating food, follows the diminu- 
tion in secretions. The dryness of the throat and 
larynx which occurs may precipitate chronic 
cough and hoarseness. Dryness of the skin and 
dryness and irritation of the vagina are not un- 
common. Arthritic complaints are common. 


*Research Director, Canadian Arthritis and Rheumatism 
Society, B.C. Division. 





The clinical findings include keratoconjunctiv- 
itis sicca, xerostomia, rhinitis sicca, pharyngitis 
sicca, laryngitis sicca, and gastric anacidity, as 
well as rheumatoid arthritis. It is rare to see the 
complete syndrome in any one patient. 

Additional objective findings described by 
various observers include dryness of the skin, 
advanced dental caries, Raynaud-like blueness 
of the hands and feet, and pigmentary sclero- 
dermatitic changes in the lower  extremi- 
ties.32, 3b Blood sugar elevation has been 
described.?»: 3 An association with Felty’s syn- 
drome is described in two cases.* 

Among clinical accompaniments that have 
been described are elevation of the sedimenta- 
tion rate, hypochromic anemia and low-grade 
fever. These are not believed by Sjégren’’ to 
be specific but represent, he feels, features of the 
accompanying generalized arthritis. 

A few pathological studies have been done.°* 
Chronic inflammatory changes in the salivary, 
parotid, submaxillary, sublingual, and lacrimal 
glands, associated with lymphocytic and plasma 
cell infiltration, are described. Similar changes 
may occur in the mucous glands of the pharynx, 
tongue, and tracheobronchial tree. The salivary 
glands react with inflammatory enlargement, 
sclerosis, or atrophy.2» Clinical enlargement of 
the lacrimal glands is not described. 

EtiologyThe cause of the disease is not 
known. Many authors have related it to the 
menopause and cestrogen deficiency, In general, 
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however, cestrogen therapy has been unsuccess- 
ful.*11. The condition is seen in men,'* ?? and 
some of the manifestations of the condition not 
infrequently appear before the menopause. 

That the disease may represent a deviation 
from the standard pattern of rheumatoid arth- 
ritis has been suggested.’ There is evidence that 
keratoconjunctivitis sicca is not an uncommon 
occurrence in rheumatoid arthritis, though in 
many cases it may be asymptomatic.®» ® How- 
ever, in Sjégren’s 62 cases of his syndrome, 40% 
did not have rheumatoid arthritis. Others have 
suggested the possibility that this syndrome 
represents primarily a disorder of the vegetative 
nervous system.% 10 2b 

Attempts have been made to ascribe a role 
in the etiology to vitamin A because of the 
ocular lesions in this condition This belief was 
strengthened by one case reported by Stahel," 
quoted by Parkes-Weber,?” which was ap- 
parently improved on vitamin A therapy. How- 
ever, except for this case, there is little evidence 
that vitamin A has been useful as a therapeutic 
measure. 

A familial factor has been described in a few 
cases.1?: 1° Lisch’* reported 12 cases in three 
generations of one family. 

Treatment._No treatment has been of any 
consistent value, though various drugs have been 
used with, at the most, temporary improvement 
in the ocular or oropharyngeal complaints. 
These have included large doses of vitamin A, 
ACTH, parasympathomimetic drugs such as 
pilocarpine, and oestrogens. 

Where the eye symptoms predominate, the use 
of cod liver oil drops may help, and closure of 
puncta and canaliculi may give further relief. 


CasE HIstory 


The patient, a 67 year old nurse, was admitted to 
hospital in June 1954. She had suffered from progressive 
severe rheumatoid arthritis of 17 years’ duration result- 
ing in gross deformity and disability. 

For ten years she had noted progressive increasing, 
dryness of nose, throat, and mouth, associated with cough 
and intermittent hoarseness. The dryness of secretions 
was at first remittent, and present only part of the day, 
but gradually worsened over the years until at the time 
of admission it was present constantly. She required 
fluid at frequent intervals during her meals to allow 
mastication and swallowing of the food. The sight or 
smell of food no longer caused a salivary flow. She had 
been advised by a physician some five years before to 
chew gum, which resulted in some temporary relief for 
a few weeks, following which it merely aggravated the 
dryness. 

Cough, a complaint for seven or eight years, started 
with a dry irritating tickle of the throat. With this she 
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always produced a clear mucoid sputum which tempo- 
rarily would relieve the oropharyngeal dryness. 

Visual complaints were not prominent. She had 
noted for “some” years that she cried without weeping, 
and that peeling onions caused no flow of tears. There 
had been diminished vision in the left eye due, she 
thought, to a scar, for “years.” At infrequent intervals, 
about twice yearly, she had periods of itchiness and 
irritation of the eyelids, associated with reddening of the 
conjunctiva. She had suffered frequent frontal headaches 
(transillumination and radiographs of frontal sinuses 
showed no disease ). 

Gastro-intestinal complaints were also of ten years’ 
duration. These consisted of post-prandial burning pain 
in the epigastric region associated with gas, as well as 
anorexia, nausea, and, occasionally, vomiting. These 
complaints had not been relieved by treatment with 
antacids, or, on the other hand, by administration of 
hydrochloric acid, and persisted up to the present ad- 
mission. Repeated barium meals had shown no significant 
disease. Skin dryness had been present most of her life. 

She denied any history of glandular enlargement 
except for mumps as a child. Her Family history was non- 
contributory, as was her personal history. She was not 
married, and there was no other arthritic disease or 
manifestation of salivary dysfunction in the family. 
Menstrual history was not unusual. Menopause occurred 
18 years before admission (age 48). 

Her previous health had been good until the onset 
of rheumatoid arthritis in 1935, except for an attack of 
pneumonia and pleurisy in 1922 which was followed by 
a left empyema with rib resection. 

Treatment for her arthritis had included a wide variety 
of therapeutic agents, none of which effected more than 
a temporary remission in her rheumatic complaints, and 
none of which affected the oropharyngeal complaints or 
salivary flow. 

Drugs used included gold, typhoid vaccine, auto- 
genous vaccine, massive doses of vitamin D, chloroquin, 
phenylbutazone, cortisone, compound F (hydrocortisone), 
and analgesics. Compound F at a dose of 40 mgm. 
daily, orally, was discontinued without untoward effect 
five days before admission. 

The present hospital admission was precipitated by an 
acute onset of sciatic pain. The patient had also noted 
a blueness of her lips of several weeks’ duration, asso- 
ciated with an increased intake of analgesic tablets. 
(Daily phenacetin intake was estimated to be between 
60 and 70 grains.) (The abnormal coloration was shown 
to. be due to both methemoglobinzemia and sulfhemo- 
globinzmia. This responded to withdrawal of the anal- 
gesic containing phenacetin by clearing somewhat over 
the following two or three weeks. ) 

Examination.—The general physique was poor. The 
mucous membranes of the lips and mouth were a deep 
blue colour, as were the nail beds. There was moderate 
palior of the conjunctive. The stigmata of severe de- 
forming rheumatoid arthritis were obvious. The skin 
was dry, parchment-like, and atrophic. 

There was a corneal scar over the left pupil. Corneal 
dryness was not apparent on inspection. The nasal 
mucosa was dry, lacking lustre, and of a dull red colour. 
The mouth and throat were dry, and the tongue was a 
dull red in colour and rough and dry to the touch. The 
papilla, however, were normal. She was edentulous. 

The glandular system.—The parotid glands were not 
palpable. Indeed, they anak to be atrophic, as there 
was definite flattening of the angle of the jaw bilaterally 
and no gland tissue could be palpated. The left sub- 
maxillary gland was slightly enlarged and palpable, but 
not tender. There was no significant bene hidlensanabes. 

Examination of the joints.—The joints showed changes 
characteristic of rheumatoid arthritis, involving the 
hands, wrists, elbows, shoulders, knees, ankles and the 
feet, with characteristic deformities and limitation of 
movement. Nodules were present over the olecranon 
ridge, and in a juxta-articular position beside the proxi- 
mal interphalangeal joints of some of the fingers. 
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The heart was not clinically enlarged. There was a 
grade III apical systolic murmur. 

The remainder of the physical examination was nega- 
tive. 

Investigation.—The Schirmer test of lacrimal secre- 
tion!® showed diminished lacrimation. Only 7 mm. of 
the litmus paper was moistened in 5 minutes (lower 
limit of oe 3h mm. ). 

A sialogram of the right parotid was completed. The 
parotid duct opening was difficult to enter, and the con- 
trast medium was injected with considerable pressure. 
Despite this, though there was good filling of the duct 
system, only a very small area of parenchyma was 
visualized. This was interpreted as abnormal, suggestive 
of parenchymal atrophy. 

Gastric analysis, repeated on several occasions over 
the preceding 10 years, showed findings varying from 
very low free and total acidity to complete anacidity. 

Blood studies on this admission showed the hemo- 
globin value to be 10.7 grams, with a red cell count of 
3,350,000 and white cell count of 8,300 with normal 
differential. The ESR showed a fall of 75 mm. in one 
hour (Westergren ). Initially, a test for L.E. cells, done 
on the peripheral blood, was positive. Four weeks later, 
rosettes were found but no true L.E. cells. This finding 
was described as “suspicious.” Six weeks after the initial 
test, the blood was normal with no L.E. phenomena. The 
Coombs test was negative. Abnormal hem pigments, both 
—o and sulfhzmoglobin, were present in the 

ood. 

Urinalysis was negative (records of previous years 
show occasional traces of sugar, but fasting blood sugar 
levels have always been normal). 

Subsequent course.—A trial of vitamin A in dosage of 
100,000 units daily for six weeks effected no change in 
complaints. Pilocarpine was given in tolerated doses 
without effect on the oropharyngeal dryness. 


Discussion 


This case presents many of the features de- 
scribed as Sjégren’s syndrome. In addition, there 
is the finding of a positive L.E. phenomenon. The 
episodes of itching of the eyes with redness, the 
corneal scarring, and the deficient lacrimation, 
suggest conjunctivitis sicca. The xerostomia, 
pharyngitis and rhinitis sicca, together with 
cough and hoarseness as well as the hypochlor- 
hydria and dry skin, are confirmatory evidence. 

Some features are absent. There is no history 
of parotid or submaxillary swelling except for 
the history of mumps as a child. There is, on the 
other hand, clinical and radiological evidence 
that the parotid glands are small and probably 
atrophic. 

Ollerenshaw and Rose,’* discussing the radio- 
logical aspects of parotid disease, conclude from 
their material that where there are normal acini 
present they can be filled. They report non-filling 
of the acini in 12 cases of Sjégren’s syndrome. 
The one case they illustrate shows, in addition, 
a marked sialangiectasis, with an appearance 
resembling recurrent Strep. viridans infection. 
It may be that such an appearance represents a 
secondary bacterial invasion of the glands, in 
the absence of parotid secretion. Possibly it is a 
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later stage than is represented by our case where 
atrophy is suggested. 

The finding of a positive L.E. phenomenon 
was unexpected. Bywaters?? has commented on 
the occurrence of occasional L.E. cells in cases 
of apparently typical rheumatoid arthritis. 
Slocumb’® reported the appearance of the L.E. 
phenomenon in cases of rheumatoid arthritis 
during the general mesenchymal reaction that 
may follow withdrawal of cortical hormones. 
This case is certainly a typical one of rheumatoid 
arthritis with nodules. Though compound F was 
discontinued five days before admission, there 
was no systemic reaction. The disappearance of 
the L.E. phenomena over the ensuing six weeks, 
however, suggests a relationship to the cessation 
of hormone therapy. 


SUMMARY 

1. The literature pertaining to Sjogren's syn- 
drome is briefly reviewed. 

2. A case of Sjégren’s syndrome with L.E. cells 
in the peripheral blood is reported. 


REFERENCES 


. SJ6GREN, H.: Acta ophth., Supp. 2: 1933. _ 
. (a) SJ6GREN, H.: Acta ophth., 13: 1, 1935. . 
(b) WeseErR, F. P.: Brit. J. Ophth., 29: 299, 1945. 
3. (a) SHELDON, J. H.: Proc. Roy. Soc. Med., 32: 255, 
1938 


ne 


(b) HARRINGTON, A. B. AND Dewar, H. A.: Brit. M. 
Js. 48° 1902. 1988, 
. GuRLING, K. J.: Ann. Rheumat. Dis., 12: 212, 1953. 
. (a) ELLMAN, P., WEBER, F. P. AND GoopIER, T. E. W 
Quart. J. Med., 20: 33, 1951. 
(b) READER, S. R., WHYTE, H. M. AND ELMEs, P. C.: 
Ann. Rheumat. Dis., 10: 288, 1951. 
(c) SJ6GREN, H.: Acta ophth., 16: 70, 1938. 
6. (a) How, S.: Acta ophth., Supp. 33, 1949. 
(b) STENSTAM, T.: Acta med. scandinav., 127: 130, 
1947. 
7. LITTLER, T. R.: 
8. BEHRMAN, H. T. AND LEE, K. K.: Arch. Dermat. & 
Syph., 61: 63, 1950. 
9. DALSGAARD-NIELSEN, E. AND DALSGAARD-NIELSEN, T.: 
Ugesk. f.. laeger., 99: 219, 1937. 
0. Bruce, G. M.: Tr. Am. Ophth. Soc., 38: 149, 1940. 
1 
2 


ole 


Am. Rheumat. Dis., 10: 405, 1951. 


. LUTMAN, F. C. AND FavatTa, B. V.: Arch. Ophth., 35: 
227, 1946. 

. Liscu, K.: Arch. f. Augenh., 110: 357, 1936-37. 

13. CovERDALE, H.: Brit. J. Ophth., 32: 669, 1948. 

14. STAHEL, W.: Klin. Wehnschr., 17: 1692, 1938. 

15. ELLMAN, P. AND WEBER, F. P.: Brit. M. J., 1: 304, 
1949. ‘ 

16. ScHIRMER, O.: von Graefes Arch. Ophth., 56: 253, 1903. 

17. Ss6GREN, H.: Acta med. scandinav., 130: 484, 1948. 

18. OLLERENSHAW, R. G. W. AND Ross, S. S.: Brit. J. 
Radiol., 24: 538, 1951. 4 

19. SLocums, C. H.: Proc. Staff Meet., Mayo Clin., 28: 
655, 1953. 

20. Bywaters, E. G. L.: Postgrad. M. J., 30: 248, 1954. 





The 1027 prenatal sex determinations, performed ac- 
cording to the method of Rapp and Richardson, provided 
no evidence that accuracy of prediction of sex was any 
better in the test series than might have been achieved 
in a comparable series by chance alone.—Prenatal Sex- 
determination Test of Rapp and Richardson: Obst. & 
Gynec., 3: 435, 1954. 


600 Lewis: 


CLEFT PALATE 


SPEECH AND THE CLEFT 
PALATE CHILD* 


RUTH LEWIS, M.A., L.C.S.T., Toronto 


THE CHILD with congenital cleft palate and 
hare lip is in reality a crippled child, for whose 
complete rehabilitation long-term treatment is 
usually required. At the present time, however, 
in Ontario, apart from the basic surgical work 
in restoration, only a part of the problem of this 
“crippled child” is being touched. 

Most recent studies place the incidence of 
cleft lip and/or cleft palate at about 1.4 per 
1,000 births. Of those born in Ontario, approxi- 
mately 100 to 115 survive each year to require 
surgery. Subsequently, 60 to 70 of this group will 
require speech therapy each year, and the same 
number of new patients should receive ortho- 
dontic treatment. 


In the Hospital for Sick Children, Toronto, 
since the Orthodontic Research Program for 
Cleft Palate has been established, all the essential 
services for complete rehabilitation of the cleft 
palate child are now in existence at the hospital 
and in the process of being correlated. But at 
present the number of such cases which may re- 
ceive this complete treatment is necessarily 


limited. Whereas all the 100 to 115 annual cases in ' 


the province do receive surgical care, the group 
of 60 to 70 who should receive further care in 
orthodontics and speech therapy is not taken 
care of in full. Only a limited group of 50 is on 
the Cleft Palate Orthodontics Research pro- 
gramme, and only 25 are receiving speech ther- 
apy at the hospital. Lack of trained personnel, 
and the costliness of the long-term treatment in 
these supplementary services, are the factors 
limiting the numbers in this programme. Some 
potential aid may be available to parents in 
Ontario—for orthodontic and speech therapy 
treatment, as well as surgery—through the 
Ontario Society for Crippled Children, which 
recently classified the cleft palate case as falling 
within its jurisdiction. But so far as the over-all 
picture is concerned it can only be hoped that 
the demonstration of what can be accomplished 








*From the Clinic for Psychological Medicine, Hospital for 
Sick Children, and the Department of Pediatrics, Uni- 
versity of Toronto. 

{Figures quoted from “Health Aspects of Cleft Lip and 
Cleft Palate’ 1951, by Dr. Ernest H. Hixon, Faculty of 


Dentistry. University of Toronto. His survev was made 
in 1947-48, hence the increase in present population would 
make these figures greater. 
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for the few will lead to financial backing for the 
extension of treatment to include all our cleft 
palate population. 

There are three goals in the treatment of the 
child with a cleft palate: namely, the best pos- 
sible facial appearance including mouth and nose 
structure; the best possible speech; and the safe- 
guarding of his mental health. To achieve these 
goals a whole team of experts nowadays is in- 
volved—the surgeon and the psychiatrist from 
the medical profession, the orthodontist from the 
dental profession, and the speech therapist and 
the psychologist from the auxiliary medical 
services. 

The basic physical treatment is in the sur- 
geon’s hands. In early infancy the repair of the 
hare lip is undertaken. Then between the ages 
of 18 months and three years the palate is 
operated upon. Sometimes several operations on 
the palate are necessary, and these are usually 
spaced over the preschool period of the child's 
life. (There is divergence of surgical opinion as 
to the desirability of operating on the palate at 
this early stage, some surgeons holding it more 
advantageous to operate on the palate when 
physical growth is more mature. Early surgical 
treatment is advocated by the Hospital for Sick 
Children of Toronto, and is of definite value for 
effective speech treatment.) The surgeon’s aims 
are a lengthened soft palate and at the same 
time, preservation of whatever velar muscular 
action there is; a closed hard palate which can 
function as a proper sounding board in speech; 
and, through the skill of plastic surgery, the 
moulding of nose and lips into the normal facial 
contours. 

Later the orthodontist makes his contribution 
in treatment. He is concerned with improving 
the arrangement of the bony jaw segments, the 
occlusion of the teeth and the broadening of the 
palatal arch, When there has been loss of dental] 
tissue, or breakdown in surgical repair, the 
prosthodontist takes over, fitting the child with 
dental and palatal appliances, These appliances, 
so much improved since plastics and resins have 
replaced metals in their manufacture, are con- 
structed as artificial aids for the normal produc- 
tion of speech. These aids bring about proper 
occlusion of the teeth, closure of the naso- 
pharyngeal passage, and covering of the hard 
palate to make possible resonance and the articu- 
latory functions of the palate. 
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Skilful surgical repair of the cleft palate is, so 
to speak, the backbone of all treatment for the 
cleft palate child. It is a highly specialized type 
of surgery and upon its successful outcome 
hangs, in large measure, any success in speech 
therapy. The work of the orthodontist also paves 
the way for such therapy; the more normal the 
arrangement and occlusion of the teeth, and the 
more normal the arch of the hard palate, the 
better the speech results which the therapist can 
finally attain. 


It is not always fully realized by the surgeon 
of the cleft palate that speech therapy is most 
effective when it enters early into the picture. 
Frequently in the past, the cleft palate child 
has been handed over for speech treatment only 
after the speech has become markedly defective, 
the opportunity for preventive speech therapy 
being irretrievably lost. However expert the 
surgery, and however excellent the result on the 
cleft palate, there is no guarantee that the child 
will produce normal speech unaided. The ma- 
jority will develop major or minor defects in 
speech, all or most of which could have been 
eradicated by speech therapy, if the speech 
therapist could have had the case under surveil- 
lance from infancy on. The speech therapist's 
work should be as a continuous thread woven 
into the fabric of all other hospital treatment: 
from infancy; subsequent to the period of surgi- 
cal repair; through the period of structural im- 
provement of the mouth and teeth; and through 
the fitting of prosthetic appliances, should this 
latter step be necessary. 

Now this does not mean that the child is under 
intensive speech training all through childhood. 
It is rather a matter of periodic evaluation and re- 
cording from birth. There is a time for observa- 
tion, a time for parental guidance, a time for 
preventive measures, and a time for intensive 
treatment, Only the speech therapist should really 
be expected to assume the responsibility in the 
hospital programme for recognizing the first al- 
most imperceptible signs that the speech is devi- 
ating from the normal pattern. These signs tell the 
speech therapist that the child is heading toward 
a failure in breath pressure for the articulation 
of the plosive consonants, a substitution of the 
glottal stop for other consonants (noisy emission 
of air through the glottis of the larynx replacing 
consonants, e.g. “I have a little cat” becomes “I 
‘av a ‘i YT ‘a’”) and a nasal snort for the sibi- 
lant consonants, also a dropping back of the 
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placement of vowels and diphthongs in the naso- 
pharynx, which produces the peculiarly disagree- 
able nasal quality in cleft palate speech. 

If all cleft palate cases could be listed at birth 
on the speech clinic files, the preventive phase 
of treatment would effect a control that would 
in many cases obviate the necessity for a long 
period of intensive speech therapy. The fact that 
a few children with cleft palate do achieve nor- 
mal speech without speech therapy is no sound 
argument for denying the value of keeping the 
whole group under surveillance of the speech 
clinic from infancy on. There is no way of pre- 
dicting which child—or children—will be among 
the lucky few to struggle through to normal 
speech. In such cases it is often the child’s in- 
nately fine sense of sound discrimination and his 
natural adaptation of impaired structure, rather 
than the perfection of surgical repair, that ulti- 
mately decide the issue. In view of the great 
number of children with perfectly normal organs 
of speech,* who nevertheless develop severe 
articulation defects or nasal tone, how much 
more likely is the child with abnormal speech 
organs to slip into the pitfalls of defective speech. 

In infancy the emphasis should be on obser- 
vation. The speech therapist should examine the 
type of cleft and abnormality of structure before 
the cleft palate operation. If the lip is involved 
(hare-lip condition) it is usually repaired in 
early infancy. Following such surgery, the 
parents are well advised to manipulate the in- 
fant’s lips gently with finger and thumb in order 
to encourage closure. This prepares the way for 
the later articulation of the labials “p”, “b” and 
“m”, This is fundamentally a simple procedure— 
of greatest value when done in the early stage. 
Yet without such aids many children with cleft 
palate, even at the age of five or six, make no 


attempt at lip closure when saying such words 


> << 
> 


as “open”, “about” or “am”. Since surgical repair 
of the palate is not done until the infant is at 
least 18 months old, the babbling stage in speech 
has usually begun; and during this stage the 
mother with guidance can direct breath flow 
through the mouth, by a gentle closure of the 
nostrils, whenever the child indulges in bab- 
bling. Actually, before surgical repair, the parents 


*The term ‘organs of speech’’ is used in this article as a 
convenient reference to the mechanics of speech. There 
are of course no true organs of speech; speech being an 
overlaid function in human development, adapting for its 
performance the organs of the body involved in breathing, 
deglutition. and mastication. That is to say—the lips, 
teeth, hard palate, soft palate, tongue, larynx, windpipe, 
and lungs, also the nose, pharynx and nasopharynx. 
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should abstain from encouraging speech develop- 
ment or in any way urging the child to talk. 

As the speech begins to develop about the age 
of two, periodic visits to the speech clinic should 
begin. Through play techniques the therapist 
learns to know the child and the child to feel 
at home in the speech clinic. Then it is that the 
first articulation patterns can be assessed. Of 
primary importance, at this stage, is the build- 
ing up of breath pressure in the mouth. Simple 
blowing, puffing and hissing games for the 
breath stream and exercises for the tongue, lips 
and velum can prepare the way for correct 
direction of flow of voice through the mouth for 
the first vowels, and correct articulation for the 
first consonant sounds. These early preventive 
measures may set the child on the right path for 
the normal development of speech. 

If the child’s speech does not respond well 
under the early direction of the speech clinic 
and its guidance for the parents, intensive direct 
treatment follows as the next phase—when the 
child is approaching four years of age. It is 
carried on through weekly visits to the Hospital 
Speech Clinic. Direct speech treatment falls into 
three main categories: first, the obtaining of 
adequate breath control and correct direction 
of the air flow for speech; secondly, muscular 
exercise and massage of the movable organs of 
speech—the lips, the tongue, and the velum; 
thirdly, the strengthening and correcting of the 
articulation of the consonants, the shaping of the 
mouth, and the developing of voice flow through 
the mouth for the vowels and diphthongs. 

The first speech unit to be used in treatment 
is the syllable rather than individual speech 
(letter) sounds, and the order of procedure is 
from syllabic drills to simple phrases, and then 
to sentences initiated in real play situations. The 
plosive consonants and the sibilant consonants 
are almost always the most difficult sounds to 
establish in the cleft palate case, and the reduc- 
tion of nasal tone is an equally demanding task. 
The speech therapist must make the approach 
to speech training a pleasurable experience for 
the child. Hence the use of toys, pictures, and 
games to provide a stimulus. At the same time, 
the end result must not be lost sight of in the 
child’s absorption with the play set-up. Speech 
therapy is a discipline that the child must accept, 
but how he accepts it, and with how much en- 
thusiasm he enters into the situation, depend on 
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the psychological skill of the therapist. The un- 
disciplined cleft palate child only adds un- 
necessary complications to the already compli- 
cated challenge of any cleft palate case: and 
therefore the speech therapist is inevitably 
involved with parent education as a necessary 
prelude to securing the child’s full co-operation 
in the long and arduous training so necessary 
for good results in these speech cases. In this 
connection, parent education groups expressly for 
parents of cleft palate children would be an 
excellent adjunct to any hospital programme for 
the rehabilitation of the cleft palate child. 

Training at the hospital speech clinic should 
continue until the child enters Grade I at school. 
At that time a very careful assessment of his 
progress in speech should be made, in relation 
to the educational opportunities available to him 
in his school area. Teachers of. speech correction 
are now associated with the school system in 
most of our large cities, and if the child is 
fortunate enough to live in an area where this 
service is provided, he should take advantage 
of it. Much depends of course on whether he 
is ready for group treatment. Severe cases should 
continue at the hospital with individual treat- 
ment, but many of the cases with adequate pre- 
school training can graduate with profit into the 
school speech classes. Many teachers of speech 
correction have brought to my attention how 
much the way has bc 2n paved for effective work 
in the schools because the cleft palate child had 
been launched in the pre-school period. Children 
who do move on to the speech classes at school 
should, however, return to their hospital clinic 
for annual check-ups, thus providing an addi- 
tional safeguard and also enabling the hospital 
speech clinic to maintain the long-term record 
that is invaluable in research. 

During the preschool period an assessment of 
the child’s mental health should be made. Thus 
still another expert, the psychologist, is drawn 
into the programme. A knowledge of the intelli- 
gence quotient of the child enables the speech 
therapist to judge early the potential efficacy of 
intensive speech training. On the basis of existing 
records the cleft palate group seems on the 
whole to follow the normal curve of distribution 
in I.Q. rating. Should the case be in the 60 I.Q. 
range, or below 60 rating, ihe value of speech 
therapy is obviously limited thereby, and the 
parents should be advised of this fact. In the 
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below 40 I.Q. group speech therapy is not in- 
dicated, as the child is too mentally retarded to 
benefit. In the groupings of 60 to 80 I.Q. a fair 
amount of improvement can be expected; and 
above this range normal speech can justifiably 
be expected as the ultimate goal. The psycho- 
metric examination helps the speech therapist 
in prognosis of treatment, but this is merely one 
of the contributions in the psychological aspect 
of rehabilitation. Emotional disturbances may 
arise common to all handicapped children striv- 
ing to adjust to their environment of the family 
group, the school, and the community at large. 
The speech therapist soon becomes aware of the 
mental health problems of the child with whom 
he is associated on a long-term basis; and by 
working with the psychologist many of these 
problems can be resolved with co-operative 
parents. One usually finds that parents who are 
prepared to sacrifice the time required for ade- 
quate speech training are more than willing to 
receive assistance with the child’s emotional 
difficulties. The major factor is usually the emer- 
gence of an inferiority complex because of the 
child’s temporary difference in appearance and 
speech from the normal child. As one leading 
pedodontist has succinctly put it, “If you had 
your choice which would you prefer, a crippled 
foot or a crippled face?” There is no doubt that 
there is a psychological effect on a child having 
to grow up with a crippled face which affects 
both his speech and behaviour, In combating 
this, the main approach is to discover the child's 
assets, and shift his consciousness to these assets 
and away from his liabilities. His assets may be 
of an athletic or of an artistic nature. Whatever 
the interest happens to be, the important factor 
is the child’s prowess and sense of achievement 
in his chosen field. If the problem should present 
more serious proportions, then the psychiatrist 
may be consulted, and the technique of play 
therapy made available for the release of the 
child’s emotional tensions. 

Finally, the all important element of the 
child’s hearing must not be overlooked in speech 
treatment—that is to say, the possibility of hear- 

ing loss, whether congenital or acquired. The 
' child’s hearing should be carefully checked at 
intervals. Cleft palate cases are prone to throat 
- and ear infections, which may cause periodic or 
permanent loss of hearing. Through the hospital’s 
ear, nose and throat clinic, and the hearing clinic, 
the speech therapist is supplied with essential 
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information on the child’s hearing capacity, and 
can then plan the speech treatment to include 
auditory training and lip reading. Auditory train- 
ing may in some cases prove to be a basic feature 
of the speech treatment with the use of an 
auditory training unit such as the “Melody 
Master” or “Train Ear” to amplify and reproduce 
sounds accurately. These instruments make it 
possible to increase the volume and pitch of 
sounds according to the hearing loss of the in- 
dividual child. 

All the services rendered to the cleft palate 
child by the medica! and dental professions can- 
not give him normal speech. He can be given 
acceptable appearance. He can be given im- 
proved physical structure of the speech organs 
to facilitate the development of good speech. In 
the final analysis it is the speech therapist’s job 
to guide the child into the production of normal 
speech. But unless the speech therapist can 
follow the case through from the earliest begin- 
nings of physical treatment his work is limited, 
and the end result restricted to impro. +d speech 
rather than normal speech for the child. Speech 
itself is acquired through education. Thus the 
work of the speech therapist really bridges the 
gap between the medical field and the educa- 
tional field. 

The advances in medical and surgical tech- 
niques that have made specialization a_per- 
manent characteristic of much medical work to- 
day, have also made possible in many instances 
the restoration of severely handicapped patients 
to wholeness in every respect. There is however 
a grave danger of specialists’ working in water- 
tight compartments, when co-ordination of all 
their services and techniques and complete co- 
operation of the experts in the various fields 
could bring about a better rehabilitation of the 
patient. In this instance, the common aim of all 
the experts involved is the rehabilitation of the 
cleft palate child, and much could be gained by 
the interchange of ideas and the pooling of find- 
ings in conference and discussion of the group. 
Nothing better demonstrates the value of com- 
plete team work in a modern hospital than the 
building up of acceptable facial appearance and 
a normal pattern of speech in a one-time cleft 
palate child. 
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A 90% BURN WITH RECOVERY 


T. N. TWEDDELL, M.D.C.M., F.A.C.S., 
Kingston, Ont. 


BURNS ARE THE REACTIVE and destructive changes 
occurring in tissue due to electrical, thermal, 
chemical, or radioactive elements. Classification 
of burns is based mainly on the degree and 
extent of destruction of body tissues; on this, in 
most cases, will depend the mortality, allowing 
of course for age and general physical condi- 
tion. 


CasE HIsToRY 


An 18 year old man was admitted to the emergency 
outdoor clinic of Hotel Dieu Hospital, Kingston, Ontario, 
at 8.30 a.m. on November 12, 1953. He had come in 
contact with a live electrical terminal carrying 44,000 
volts at a Kingston sub-station and his clothing had 
taken fire. This was extinguished by fellow workers and 
he was rushed to hospital. On examination he was found 
to be suffering from moderately severe primary shock; 
it was evident that almost the whole of his body surface 
was burned. A thorough evaluation of the extent of the 
burns was not possible until the formal local treatment 
was — two days later. Emergency treatment consisted 
of administration of morphine sulphate gr. % and of 
intravenous plasma, and the application of petrolatum 
gauze and pressure dressings to all the burned areas. He 
was then put to bed’ and over the next few days he 
was given treatment with intravenous fluids and plasma 
according to the “surface area formula,” a close watch 
being kept on the state of the blood, e.g. haemoglobin 
value, hzematocrit value, and urea level. Penicillin, aureo- 
mycin, and later terramycin were given in large doses, and 
also cortisone therapy for four days. Forty-eight hours 
after his accident the right lower limb appeared to be 
very swollen and tense, and the foot quite cold and 
bluish, indicating obvious vascular embarrassment. Ac- 
cordingly, he was taken to the operating room and 
under general anesthesia multiple relief incisions were 
made in the skin and fascia of the lower right thigh 
and leg. Immediate improvement was noted, the foot 
becoming warm and of better colour. At this time all 
the burns were cleaned up and their true extent ascer- 
tained. The burns covered 90% of the body surface— 
face completely; front and sides of neck; front of chest 
and abdomen; about two-thirds of the arms and fore- 
arms and most of the hands. These were all fairly super- 
ficial. All of the back and buttocks, and both legs down 
to the ankle, were totally involved and all these burns 
were of a deep character, amounting to almost total skin 
loss. The genitals escaped for the most part. Petrolatum 

auze and pressure dressings were again applied. About 
our days later it became obvious that the right lower 
limb was becoming gangrenous and amputation was 
inevitable. i 

_On November 19, 1953, amputation at about the level 
of midthigh was performed. The muscle at this level 
was found to be, for the most part, healthy and the 
femoral artery was pulsating. Rough “skin” flaps were 
foshioned and left wide open. The patient withstood 
the shock of operation well and his general condition, 
which had been slowly deteriorating for several days, 
immediately improved. From then until now (February 
1, 1954) recovery has been slow but sure. At and after 
amputation he received two bottles of whole blood and 
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has been given six since. Intravenous therapy was 
ew discontinued as he was able to take sufficient 
uids by mouth. Intake and output were carefully 
observed; only for a few days was fluid excretion 
diminished to a level low enough to cause any anxiety, 
at which time blood urea level was slightly elevated. 
For the past two months he has been on a high protein, 
high caloric diet with added vitamins and iron. The 
patient is immersed in a warm saline bath for about 
20 to 30 minutes twice a week, alternating with two 
dressings a week of the stump and left leg. Petrolatum 
gauze and pressure dressings are used. With the excep- 
tion of these, after the first formal dressing he was 
treated naked in bed with cradles over him, and 
later a Stryker bed was employed to assist nursing care 
and to give rest and exposure to his severely burned 
back and buttocks. Regular dressings at first neces- 
sitated light general anesthesia, but are now easily 
handled after sedation with Nembutal gr. % and 
Demerol (meperidine) 50 mgm. 

In early January 1954, it was decided that skin 
grafting should be started. Accordingly, on January 13, 
1954, Thiersch splitskin homografts from his mother 
and a brother were applied to the left thigh and leg 
and the right thigh amputation stump. Inspection o 
these in 10 days revealed a great improvement in the 
appearance of the burned areas; they looked healthier 
and cleaner, and although much of the donated skin 
had died some appeared to have taken, and the edges of 
the little areas of his own skin that had not been 
burned appeared greatly stimulated. Since the grafting 
his cana physical condition has also considerably 
improved. 


DISCUSSION 


The above case of burns well illustrates the 
possibility of recovery, despite extremely exten- 
sive surface involvement. In this particular case 
several factors probably operated in favour of 
the patient. One of these was his youth (age 18) 
and excellent physical condition. Another factor 
was probably the promptness with which he was 
taken to hospital and adequate therapy insti- 
tuted, and another the type of electrical shock 
received. A definite and clear cut history was 
not available, but apparently the patient came 
in contact with a high tension terminal carrying 
some 44,000 volts. It should be noted that Pearl, 
from his careful studies of electrical shock, con- 
siders high tension currents less dangerous than 
low tension ones and the voltages most com- 
monly in use the most dangerous, with alternat- 
ing currents more dangerous than direct currents. 
The weather, the type of footwear, area and 
firmness of contact, and duration of contact all 
come into the picture. The above-mentioned 
factors can be seen in reconstructing the events 
in the case under consideration. It would seem 
that the point of contact was the right leg or 
thigh, resulting in complete burns of indefinable 
depth on this limb and later thrombosis of the 
main artery or arteries somewhere below mid- 
thigh. A severe flash probably occurred which 
would explain the extensive but more superficial 
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burns of the face, neck, trunk and hands. The 
fact that his clothing took fire would help 
explain the other burns he suffered in conjunc- 
tion with, or in addition to, the primary electrical 
burn. He was wearing rubbers and we found 
that neither foot or ankle was at all burned. 
There was no evidence that he had suffered the 
respiratory paralysis, or block, common in high 
voltage shocks, and there was never any evi- 
dence of the ventricular fibrillation common in 
this type of case. These latter facts are probably 
explained by the very high voltage. These 
voltages induce extremely violent muscular con- 
tractions and tend to throw the individual away 
from the point of contact. 

This case is still a long way from completion 
and much remains to be done — multiple and 
repeated skin grafting, general building up, 
fitting of an artificial limb and rehabilitation — all 
of which will take a great deal of time, energy 
and patience on the part of all concerned. How- 
ever, to date, recovery has occurred and, barring 
the unforeseen, this young man should eventually 
once again take a useful place in society. 


SUMMARY 


A case of extensive burns, involving some 90% 
of the body surface, is described, and the general 
features of electrical burns are discussed. 
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POSTPARTUM INTESTINAL 
OBSTRUCTION* 


W. T. NOONAN, M.D. and 
J. A. HARPER, M.D., Toronto 


INTESTINAL OBSTRUCTION complicating pregnancy 
is a comparative rarity. It may occur at any time 
during the prenatal course, labour or puer- 
perium. Because of its infrequency, very little 
has appeared in the literature concerning it. 
Various estimates of the occurrence of intes- 
tinal obstruction during pregnancy range from 
one in 7,000 to one in 66,000.1 Even more inter- 
esting and certainly rarer from the standpoint of 
reported cases are those seen in the postpartum 


*From the Department of Obstetrics and Gynecology, St. 
Michael’s Hospital, Toronto. 
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period. During the past 10 years, two such cases 
have been reported in the literature.” * Because 
of the infrequency of this condition in the puer- 
perium, its incidence in 33,674 deliveries in 15 
years in this institution has been investigated. 
Three cases have been encountered. Hence, one 
may conclude that obstruction requiring surgical 
intervention is certainly one of the rare compli- 
cations of the puerperium. 

The picture presented by the patient with 
intestinal obstruction in the postpartum period 
is that which is seen in any other person with 
intestinal obstruction. This is particularly true 
the longer the time interval is between delivery 
and onset of obstruction. The following three 
abbreviated case reports will bring out the 
salient features of the condition. 


CasE 1 


Mrs. N.F. A 19 year old para 1 was in her sixth week 
post partum when admitted on December 28, 1952. Her 
prenatal course, labour and delivery had been uneventful. 
She was discharged from hospital on the eighth post- 
partum day. Past history included appendectomy a 
years previously. ; 

The patient remained well for three weeks following 
delivery. At that time she began to suffer from _inter- 
mittent crampy lower abdominal pain. There had been 
no vomiting and at no time was the pain severe enough 
to cause her any acute distress. She remained in this 
state for 10 days prior to readmission to hospital. On 
the day of readmission she was seized with severe 
crampy persistent lower abdominal pain. The pain was 
most marked just to the right of the umbilicus and was 
unaffected by voluntary acts such as coughing or sneez- 
ing. Persistent vomiting had been present for 10 hours 
before admission. Scanty bowel movement occurred 24 
hours before admission. 

The patient appeared acutely ill. Significant findings 
were related to the abdomen. There was slight abdominal 
distension and tenderness in both lower quadrants, but no 
palpable masses were present. The bowel sounds were 
scanty but present. Temperature 100°: W.B.C. 17,400. 
Flat plates of the abdomen, in the supine and erect posi- 
tions, showed distension of the small bowel with definite 
fluid levels. The diagnosis of small bowel obstruction 
was made and laparotomy was carried out. 

A moderate quantity of brownish purulent exudate 
was present in the peritoneal cavity. There was evidence 
of recent pelvic inflammation as well as chronic salpin- 
gitis. The main findings, however, were situated in the 
jejunum. Here, 18 inches from the duodenojejunal: junc- 
tion, was found a constricting band of recent origin en- 
circling the jejunum and also matting down the terminal 
ileum and cecum at the point of obstruction. The portion 
of jejunum proximal to the obstruction was reddened, 
thickened, and indurated for a distance of six inches. 
The adhesions were broken down by means of the wetted 
glove and the abdomen was closed in the routine fashion. 
The postoperative course was uneventful. 


CasE 2 


Mrs. D.W. A 25 year old para 2 was delivered of a 
full term child on October 23, 1952. Prenatal course, 
labour and delivery were uneventful. The only past ill- 
ness of any significance was an appendectomy five years 
previously. 

Following delivery, the patient remained well for 
six days.“On the seventh day she began to complain of 
intermittent crampy mid-abdominal pain. The pain was 
accompanied by the sudden onset of persistent vomiting. 
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A normal bowel movement had occurred on the previous 
day. Examination at this time revealed a normal-looking 
abdomen. The uterus was palpated in the usual position 
for this stage of the puerperium. Slight tenderness was 
present in the right lower quadrant. No rebound tender- 
ness was present. Bowel sounds were present. W.B.C. 
18,700; hemoglobin 87%. Temperature 99°. Intravenous 
therapy was started and nothing allowed by mouth. The 
patient remained in the same condition for the following 
20 hours. Vomiting was still present. During the follow- 
ing day, the crampy abdominal pain became more severe 
and no flatus was passed. Abdominal distension was 
noticed for the first time. Bowel sounds were present but 
were diminished. A duodenal tube was inserted and 
Wangensteen suction initiated. A large quantity of green- 
ish fluid was removed and the patient felt much better. 
Twelve hours following the initiation of suction, the tube 
was clamped off and the patient complained once again 
of severe abdominal cramps. Flat plates of the abdomen 
at this time revealed dilated loops of terminal ileum and 
fluid levels in the small bowel. The diagnosis of small 
bowel obstruction was made and a laparotomy per- 
formed. 

The peritoneal cavity contained a small quantity of 
serous fluid. On inspecting the intestines, it was found 
that a loop of distal ileum had been caught between a 
fibrous band connecting two more distal loops of ileum. 
The ring around the bowel where the band had been 
cutting was grey and necrotic. The bowel contained in 
the loop was dark red and cedematous, but there was 
peristalsis in it. 

The obstructing band was divided and the loop 
released and examined. A tuck was taken in ‘the serosa 
to enfold the gangrenous necrotic portion of the ring in 
the bowel. In one area in the grey ring, a small quantity 
of gas escaped and consequently this portion was closed 
with two layers of silk. The small bowel was returned 
to the peritoneal cavity. The abdominal wound was 
closed in layers. Suction was continued by means of a 
Wangensteen suction connected to a duodenal tube. The 
patient gradually recovered and was discharged on the 
eleventh postoperative day. 


CasE 3 


Mrs. N.M., para 1, was admitted to hospital on 
November 15, 1947, early in the first stage of labour. A 
diagnosis of cephalo-pelvic disproportion was made after 
eight hours of fairly good labour. Shortly after this, fetal 
distress was recognized by alteration in the fetal heart 
and the passage of a small amount of meconium. An 
emergency Czsarean section was carried out and a still- 
born full term infant was delivered. 

The postoperative course for the initial seven days 
was uneventful except for a slight elevation of tempera- 
ture to 99.2° beginning on the fourth postoartum day. 
The patient remained well until the seventh day when the 
temperature rose to 101.2° and she complained of feel- 
ing tired and listless. Penicillin therapy was instituted. 
Examination revealed tenderness in both lower quadrants 
of the abdomen. There was no distension and no palpable 
masses were present. The following day, temperature 
was elevated to 102.4° and slight abdominal distension 
was noted. The patient complained of crampy lower 
abdominal pain and vomited for the first time. 

Flat plates were taken of the abdomen. These revealed 
fluid levels present in the descending loop of colon down 
to a point one inch above the iliac crest. The diagnosis 
of large bowel obstruction, due probably to a pelvic 
abscess, was made, and the patient prepared for opera- 
tion. 

A large abscess mass was found in the area of the 
junction of the descending and sigmoid colon. The large 
bowel in this area was constricted and that vortion 
proximal to the mass was dilated and indurated for a 
distance of five inches. Two loops of small intestine were 
also adherent in the region of the abscess. The small 
and large bowel were freed in the area of obstruction 
and a cecostomy was performed in the right lower 
quadrant. The abscess was drained through the left lower 
quadrant and the abdominal wound closed in layers. 
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DIscCuSssION 


A recent review of the literature reveals that 
intestinal obstruction is a very uncommon 
complication of the puerperium. Including the 
above three cases, only five cases have been re- 
ported in the past 10 years. Both those cases seen 
soon after delivery and those seen later in the 
puerperium demonstrate that the condition 
mimics the disease in the non-puerperal subject. 
The main points in diagnosis revolved about a 
history of previous abdominal operations or 
recent puerperal infection. One may be fortunate 
in demonstrating a hernia at the site of obstruc- 
tion. 

The symptoms are those of intestinal obstruc- 
tion in general. In the postpartum cases re- 
viewed, the onset of abdominal discomfort in the 
form of crampy lower abdominal pain was the 
patient’s first complaint in the majority of cases. 
Vomiting, failure to pass flatus and abdominal 
distension appear later. The biochemical upsets 
are even more delayed. Findings in flat plates of 
the abdomen when diagnostic will provide a 
sure footing for the diagnosis. 

The treatment should be active and not 
delayed. Nothing is gained by conservative treat- 
ment once the diagnosis is confirmed. The gen- 
eral supportive measures include intravenous 
therapy in amounts necessary to offset electro- 
lyte imbalance. Intestinal drainage should be 
instituted rapidly, but should not be allowed to 
mask the true state of affairs. 

Laparotomy will reveal the site of obstruction 
and this probably will have been caused by ad- 
hesions resulting from previous abdominal sur- 
gery. Each instance of obstruction must be dealt 
with separately and adequate care will result in 
a favourable prognosis for the patient in most 
of the cases operated «pon. 


SUMMARY 


Three cases of postpartum intestinal obstruc- 
tion are reported. These occurred in 33,674 
deliveries over a 15 year period at St. Michael’s 
Hospital, Toronto. They bring to five the re- 
ported cases of this condition in the past 10 years. 
The diagnosis and management of this entity 
have been outlined. 
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ACUTE RHEUMATIC FEVER WITH 
ASSOCIATED MENINGITIS 


COOPER H. STACEY, M.D. and 
MICHAEL KAYE, M.B., B.S., Montreal 


INVOLVEMENT OF PARTS OF THE BODY other than 
the joints and heart in rheumatic fever is well 
known. It is rare, however, for the nervous sys- 
tem to be affected and when it is the lesion is 
usually a diffuse encephalitis.’ ° * Except for the 
case reports of Bourne® and High,’ meningitis 
has not been described. 

It is the purpose of this presentation to report 
a case in which aseptic meningitis was accom- 
panied by the usual symptoms and signs of rheu- 
matic fever. The intimate association suggested 
a uniform underlying pathological process. 
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Auscultation of the heart revealed a systolic murmur best 
heard in the mitral area. Laboratory examinations at this 
time showed a hemoglobin value of 14.6 gm. and white 
blood count of 14,050; the differential count showed 
immature neutrophils 6%, segmented cells 70%, lympho- 
cytes 14%, monocytes 7%, eosinophils 1% and plasma 
cells 2%. Sedimentation rate was 28 mm. in one hour 
by the Westergren method; urine was normal. Radio- 
logical examination of the chest and nasal sinuses was 
negative. Agglutination tests for typhoid and paratyphoid 
bacilli and Brucella abortus were negative. The Kline 
test was negative. Lumbar puncture on June 4 revealed 
an initial CSF pressure of 160 mm. of water; the fluid 
was clear with 24 white cells per c.mm., of which 68% 
were polymorphonuclear leucocytes and 32% lympho- 
cytes. It was the opinion of the consultant in neurology 
that the meningeal reaction was due to some systemic 
disease. However, in spite of this, he was treated as a 
possible case of tuberculous meningitis and transferred 
to the Infectious Disease Hospital on June 8. 

The temperature was now 98.6° rectally, pulse 60 and 
respirations 22, and he complained of headache. Neuro- 
logical examination was negative except for neck stiff- 
ness and a markedly positive bilateral Kernig sign. There 
was pain and tenderness over the elbow, wrist, and knee 









































TABLE I. 
SPINAL FLUID 
Polymorpho- Culture: 
White nuclears Lymphocytes | routine and Pressure 
Date cells % % Lowenstein | Chloride Sugar Protein Pandy mm /H»2O0 
Junc 4| 24 o- | #2 Sterile | 53 38.5 1 160 
“ § 62 12 88 420 75 60.0 0 250 
~~ e 63 20 80 Sterile 0 130 
wa ae 20 - 80 Sterile* 432 55 43.0 0 100 
* 56 100 Sterile* 459 56.0 0 70 
it 100 449 53 61.0 0 85 
Bioop Count 
Date June 3 | June 5 | June 9 | June 13 | June 19| June 23| July 8 | July 14 | July 21 | July 28 
Sed. rate (Wintrobe)... 28t 14 40 21 14 3 19 9 5 
White cells...........| 14,050 | 9,700 | 20,900 | 24,000 | 9,300 10,000 | 5,000 6,700 8,200 6,600 
oe ee 70 a 76 46 56 





Repeated urinalyses were negative. 


Serological test for syphilis was negative on 2 occasions. 


Tuberculin test 1:100 negative on June 25, 1953. 
tWestergren method. 
*Guinea-pig inocula.ion negative. 





K.B., aged 15 years, was admitted to the Royal 
Victoria Hospital on June 12, 1953. He had pee 
been in good health except for having had measles, 
mumps, and chickenpox before the age of 10 years. The 
siblings and parents had been free of illness. He gave 
the history that on May 26, 1953, he developed tiredness, 
weakness, nasal congestion, and a hoarse voice, and 
over the next few days he noted the onset of fever, 
headache, neck stiffness, photophobia and upper ab- 
dominal pain with nausea and vomiting. In addition, pain 
and stiffness developed in the feet, knees and left elbow, 
which was aggravated by movement and tended to shift 
from joint to joint. 

He was admitted to another general hospital on June 
8, 1953. He appeared acutely ill, the temperature was 
99.6° F., pulse 60, respiration rate 25. There was 
moderate photophobia and nuchal rigidity with a positive 
Kernig sign and a questionable extensor plantar response. 


*From the Department of Medicine, Royal Victoria Hos- 
pital, Montreal. 


joints, with limitation of movement due to pain but no 
swelling or redness. Lumbar puncture confirmed an 
increase in cell count with 125 cells per c.mm. The 
chemical values and results of subsequent lumbar punc- 
tures can be seen in Table I. An electrocardiogram 
taken at this time showed a complete heart block, with 
auricular and ventricular rates of 45 per minute. The 
patient had received 0.5 gm. streptomycin daily from 
June 5 to 9, when it was discontinued and he was given 
2 gm. acetylsalicylic acid 6-hourly. On June 12, he was 
transferred to this hospital. 

On admission, all signs of meningeal irritation had 
disappeared. Examination of the heart revealed a loud 
mitral first sound, with a grade III systolic murmur over 
the whole precordium; the pulmonary second sound was 
accentuated. There was some fluid in the left knee joint 
but there had been no pain in his joints since the institu- 
tion of salicylate therapy. 

Salicylates were discontinued three days after ad- 
mission, at which time he was symptom free, and two 
days later there was a recurrence of pain in both feet 
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and ankles, together with headache. Therapy was re- 
instituted. He was kept at rest in bed, with gradual re- 
duction of the intensity of the mitral systolic murmur but 
his cardiac rhythm continued to vary. Twelve-lead 
electrocardiograms were taken at weekly intervals. 
Initially they revealed complete heart block with widen- 
ing of the QRS complexes. Subsequently the intra- 
ventricular conduction time became normal but the A-V 
conduction varied between a 3:1 and a 2:1 response; 
later there was occasional failure of response with pro- 
longed P-R interval, and finally normal tracings were 
obtained from July 2 on (Fig. 1). At no time was there 
any evidence of cardiac failure. On July 6, therapy was 
again stopped, and on July 11, after being allowed to sit 
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Fig. 1.—(A) Showing complete A.V. dissociation. QRS 
widened to 0.11 - 0.12, (B) June 138. Ventricular response 
to every 2nd or 3rd auricular impulse. QRS complex now 
normal. (C) July 2. Normal tracing. 


up, he developed pain and redness of the right thumb and 
great toe. There was an increase in pulse rate and in- 
crease in intensity of the cardiac murmur. Salicylates and 
rest were resumed for another two weeks, after which 
salicylates were discontinued and he was gradually 
allowed up. There was no recurrence of symptoms. 

The main laboratory findings are seen in Table I. No 
pathogens were isolated from a throat swab. Heterophile 
antibody titre and differential sheep cell agglutination 
tests were both negative on June 13 and 20. The anti- 
streptolysin titre was 125 units (normal up to 30 units) 
on admission and remained at this level up to December 
1953. The serum mucoprotein concentrations determined 
on June 21, July 3, and November 29 were 116.2, 99.2 
and 64.5 mgm. % respectively (normal range 40-90 
mgm. %). Other biochemical findings included serum 
amylase, protein, and non-protein nitrogen levels and 
flocculations were within normal limits. 


An electroencephalogram on June 17, 1953, inter- 
preted by Dr. H. H. Jasper, was considered to be nearly 
within normal limits and gave no evidence for epileptic 
discharge or post-encephalitic abnormality. Radiographs 
of the skull, mastoids, and sinuses on June 15 were 
normal. The chest film at that time (Fig. 2) showed 
moderate cardiac enlargement, but a repeat on June 30 
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revealed definite reduction in the size of the heart. In 
subsequent chest radiographs, the heart was within 
normal limits. 

No significant antibody titres were observed in the 
convalescent serum 30 and 140 days after the onset of 
illness, in complement fixation tests with Eastern and 
Western equine encephalomyelitis, St. Louis encephalitis, 
lymphocytic choriomeningitis, and mumps soluble and 
viral antigens. Tests for poliomyelitis antibody in the 
acute and convalescent sera were performed through 
the courtesy of Dr. A. J. Rhodes, against virus types 1, 
2 and 3. No rise in antibody titre was démonstrated. 
Neutralization tests for the virus of encephalomyo- 
carditis performed through the courtesy of Dr. J. Smadel 
on convalescent serum on the 47th day of disease were 
also negative. 

The patient has been seen at frequent intervals, the 
last visit being on November 28, and he has remained 
symptom free. 


Discussion 


Signs of meningitis and polyarthritis were 
present together from the onset of the patient’s 
illness. Bradycardia was noted at the time of his 
first hospital admission, and the cause was shown 
to be heart block one week later when an elec- 
trocardiogram was first taken. The changing 
character of the mitral systolic murmur, variation 
in the QRS complex and cardiac conduction in 
the subsequent electrocardiograms, and _ the 
change in heart size gave evidence of pan- 
carditis; these associated with polyarthritis, leuco- 
cytosis, raised antistreptolysin titre and response 
to salicylates all indicate a moderately severe 
attack of acute rheumatie fever. 

The meningitis, although not productive of 
very marked changes in the spinal fluid, was 
nevertheless the cause of most of the patient’s 
symptoms and was intimately related in time to 
the arthritis and carditis. The positive clinical 
findings and results of laboratory examinations 
together with the negative serological tests con- 
firm the conclusion that the condition was based 
on one pathological entity. However, as has been 
noted in a recent review of aseptic meningitis,‘” 
in only 25% has an identifiable agent been found 
responsible, Septiczemias,* mumps,* ?° infectious 
mononucleosis, poliomyelitis,’ ** and possibly 
the encephalomyocarditis group of viruses have 
all been noted as causing meningitis and cardi- 
tis.14 1516 Rarely, however, has the latter been 
as severe as in this case and in no circumstance 
has polyarthritis been as prominent. Most of | 
these conditions have been excluded, and at 
the time this patient became ill there had not 
been a case of poliomyelitis in the city. 

Pathologically, rheumatic fever is a disease 
involving vascular and collagenous tissues widely 
throughout the body. Why the heart and joints 
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Fig. 2.—(A) Chest film of June 15 showing enlargement of the cardiac shadow and (B) 
repeat film taken June 30, showing the cardiac shadow to be within normal limits. 


are the sites of predilection is not known, but 
lesions are not uncommon in other organs. En- 
cephalitis on the basis of a vascular lesion is 
being reported with greater frequency.’ '* 
There is no reason to suppose that meningitis 
might not occur entirely separate from encephali- 
tis due to vascular lesions. It is possible that this 
occurs more frequently than has hitherto been 
recognized, 


SUMMARY 


A case of carditis with polyarthritis and as- 
sociated lymphocytic meningitis is described. 
Evidence is presented for believing that the 
meningitis as well as the other manifestations 
were caused by rheumatic fever. 


ADDENDUM 


This patient was re-admitted April 25, 1954 
with complaints ef nausea and vomiting, malaise, 
fever and headache for four days and stiffness 
and tenderness in his right ankle and neck for 
one day. The whole family was just recovering 
from an attack of upper respiratory tract infec- 
tion but the patient was the only one who de- 
veloped the above symptoms. On examination 
his temperature was 101.4, pulse 100 regular, 
blood pressure 120/80. The heart and lungs were 
clear, there was no redness or swelling of the 
joints but the right ankle was slightly tender 
especially on bearing weight. Kernig sign was 
slightly positive. The urine was normal, Hb 
94%, W.B.C. 6,700 and sedimentation rate was 
32 mm. The ECG was within normal limits as 
was the roentgen examination of the chest. 


Lumbar puncture revealed: initial pressure 75 
and final pressure 50 mm. H,O; W.B.C. 64, dif- 
ferential 55 lymphs and 9 polys; Pandy trace, 
protein 52 (N15-45 mgm. %), sugar 59 (N50-80 
mgm. %) chloride 763 (N700-750 mgm. %). 
Cultures for tuberculosis and for fungi (Toru- 
losis) were negative. The serum mucoproteins 
were 204.5 mgm. % and the serum anti-strepto- 
lysin titre was 166 units. Serum biochemical 
determinations were normal. Throat cultures 
showed a light growth of D. pneumoniz. 


He was placed on bed rest and salicylate 
therapy was started with immediate effects on 
his fever. Although there were no complaints re- 
ferable to his other joints, he volunteered that 
with therapy all his joints felt less stiff and he 
felt subjectively greatly improved. By May 3, his 
sedimentation rate was 3 mm. and he was al- 
lowed progressive ambulation without ill effect 
and was discharged May 21. Serum mucopro- 
teins fell to 82.5 mgm, %. This patient's first re- 
currence of his rheumatic fever, although mild 
compared to his severe initial attack, was inter- 
esting in that the meninges again showed similar 
reaction to that experienced before. 


The authors wish to acknowledge with appreciation 
the kind co-operation of Dr. A. M. Masson, Department 
of Bacteriology, McGill University, Dr. J. E. Smadel, 
Army Medical Service, Graduate School, Washington, 
Mrs. D. Duncan, Hospital for Sick Children, Toronto, and 
Dr. C. Ragan, Presbyterian Hospital, New York, N.Y., 
in the diagnostic tests performed on the sera in this case. 
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OCCLUSION OF THE 
INFERIOR VENA CAVA* 


RALPH P. RANDLETT, B.Sc., M.D., C.M., 
ARNOLD F. JONES, M.D., F.R.C.S.[C] and 
CAMPBELL GARDNER, M.D., C.M., 
F.R.C.S.(Eng.), F.R.C.S.[C], F.A.CS., 
Montreal 


IN A PREVIOUSLY PUBLISHED sTUDY, Ochsner and 
DeBakey reported an incidence of 871 cases of 
peripheral thrombosis in a total of 647,868 ad- 
missions to hospital.t Of these 90% eccurred in 
the lower limbs and pelvis. Claude Olivier, in 
a series of 25 cases, found that thrombosis oc- 
curred in the veins of the leg alone in four pa- 
tients, in the iliac veins only in four patients 
and in both groups of veins in 17. In four cases, 
in which the iliac veins were involved, the in- 
ferior vena cava was also the site of a throm- 
bosis. In no case was there involvement of the 
inferior vena cava exclusively.” 

The following case record illustrates the nature 
of the collateral circulation which develops in 
cases of inferior vena caval occlusion and the 
methods of investigation used to demonstrate it. 


A 52 year old white labourer was admitted to Queen 
Mary Veterans’ Hospital on February 9, 1954, for in- 
vestigation of distended veins of the lower abdominal 
wall. The patient had no complaints. In 1947, at 
another hospital, an operation had been performed on the 
right testis. Five days after operation, marked pain and 
swelling of both legs was noted for which he was 
treated by bed rest for a period of two months. Several 
months later it was noticed that the veins of the ab- 
dominal wall were distended. During the past four years, 
he has been admitted to other hospitals on three dif- 
ferent occasions, for treatment of varicose ulcers above 
the left medial malleolus. 


*From the Queen Mary Veterans’ Hospital, Montreal. 
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On admission to Queen ‘Mary Veterans’ Hospital, the 
following findings were noted: Commencing in the 
region of each fossa ovalis, several dilated and tortuous 
venous channels were seen, most marked on the right 
side. These extended upward and laterally towards the 
anterior axillary folds. 





Fig. 1.—Photograph showing distended veins in ab- 
dominal wall. Note that the veins on the right side are 
more prominent, 


It was established that the flow of blood was from 
below upward. Slight varicosities of the superficial veins 
of both legs were seen, more marked on the right side. 
There was a scar of a healed varicose ulcer on the 
anterior aspect of the right leg. Another healed varicose 
ulcer, with surrounding pigmentation, was: noted just 
above the left medial malleolus. A well healed scar was 
present over the right side of the scrotum. Under local 
aneesthesia a polyethylene catheter, into which a No. 18 
needle had been inserted, was threaded into a branch 
of the right long saphenous vein in the right groin, and 
thence into the external iliac vein. Seven serial radio- 
graphs of the abdomen, at 1.5 second intervals, were 
taken while 25 c.c. of 70% Urokon Sodium was injected 
rapidly into the catheter. These films showed narrow- 
ing of the right common iliac vein. Four days later a 
similar procedure was carried out, but on this occasion 
two catheters, into which No. 16 needles had been 
inserted, were used on both sides, and 25 c.c. of 70% 
Urokon Sodium was simultaneously injected into both. 
The lower portion of the inferior vena cava and the 
upper or proximal segment of the right common iliac 
vein were perceptibly narrowed. 

The left common iliac vein was completely occluded 
proximal to the junction of the external and internal 
iliacs. Most of the dye advanced along the ilio-lumbar 
veins, through the ascending lumbar veins and disap- 
peared in the region of the diaphragm. 

Opposite the body of the twelfth thotackc vertebra, 
the upper portions of the ascending lumbar veins were 
seen to communicate with one another by a plexus of 
veins. Another extensive plexus of veins was noted at 
the brim of the true pelvis. Films of the abdomen, taken 
later in the examination, showed a rich collateral circula- 
tion through the superficial veins of the abdominal wall 
extending up to the lateral chest wall on either side. 
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Subsequent venograms of both legs and thighs did 
not show any obstruction of the deep circulation in the 
lower limbs. 


The success of this procedure depends upon various 
factors. The dye must be injected rapidly through as 
large a needle as possible. Both sides must be injected 
at the same time, otherwise the onrush of blood from the 
opposite side causes sudden marked dilution of the dye, 
which might be mistaken for obstruction of the inferior 
vena cava at its bifurcation. Another phenomenon which 
should be watched for is the appearance of the ureter 
filled with radio-opaque material, which may be mis- 
taken for a vein. 

The first films of the series should be taken as soon 
as 10 c.c. of the dye has been injected. An automatic 
film changer is preferable though not essential. 
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Fig. 2.—A diagram made from a venogram. 


DIscuSSION 


Since these venograms were taken it was 
noted on reviewing the literature that in 1951 
Claude Olivier carried out a similar procedure 
on 25 patients by injecting the dye into the 
common femoral vein by venepuncture.? He 
noted that phlebothrombosis commenced more 
frequently in the left iliac veins, and concluded 
that this was due to compression of the left com- 
mon iliac vein by the right common iliac artery. 
A normal venogram shows the narrowing of the 
left common iliac vein at the point of intersec- 
tion with the artery. There is also delay in the 
emptying of the injected dye as compared to the 
right side. 
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Bogetti ligated the inferior vena cava below 
the level of the renal veins in 23 rabbits. The 
collateral circulation was determined by the in- 
jection of 70% Ioduran into the femoral vein and 
subsequent radiography. The injections were 
first made one hour following ligation and con- 
tinued at intervals during a period of six months. 
Initially, there was generalized dilation and 
stasis beyond the occlusion. In two months’ time, 
a large portion of the blood had reached the 
superior vena cava via deep epigastric and 


internal. mammary veins. By the fourth month, 
most of the venous return was via the retro- 


peritoneal lumbar veins, communicating with the 
inferior vena cava proximal to the site of the 
occlusion. 
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Fig. 3.—(A) Diagram representing the derivation of the 
inferior vena cava. In (A) the main channel origin is 
demonstrated with a broken line. (B) shows the branches 
and the origin of each. Key: (a) Left innominate vein. 
(b) Superior vena cava. (c) Azygos vein. (d) Hemiazygos 
vein. (e) Left renal vein. (f) Paired supracardinal veins. 
(g) Paired sex veins. (h) Right renal vein. The clear 
area is derived from the vitelline circulation of the 
embryo. 


When the occlusion of the inferior vena cava 
occurs new collateral channels develop, The most 
important of these are the circumflex iliac which 
drains into the axillary; the inferior epigastric to 
the superior epigastric; and finally, an extensive 
prevertebral plexus, emptying into the azygos 
vein on the right side and into the inferior hemi- 
azygos vein on the left side. Circulation through 
these latter channels is via the ascending lumbar 
veins, 


It is useful to consider the embryology of the vena 
cava in an attempt to explain the collateral circulation 
which develops after its occlusion. The inferior vena cava 
develops from three paired longitudinal veins associated 
in succession with the primitive kidneys in the following 
order: postcardinal, subcardinal and supracardinal. The 
inferior vena cava is divided into four segments: hepatic, 
prerenal, renal and postrenal. 
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The vessel joining the postcardinal segments at the 
lower end becomes the left common iliac vein. This, along 
with the right common iliac vein, is the only remnant 
of the postcardinal system that takes part in the forma- 
tion of the definitive inferior vena cava. As shown in 
Fig. 3, the portions of the subcardinal system persisting 
are: The stem joining the left renal vein to the inferior 
vena cava, the paired suprarenal veins, the paired sex 
veins and the prerenal portion of the inferior vena cava 
from the right subcardinal vein. The extensive anasto- 
mosis between the subcardinal and supracardinal veins 
becomes a part of the inferior vena cava, into which the 
right renal vein empties. This anastomosis forms most 
of the left renal vein. 


The azygos and the hemiazygos veins are derived 
from the supracardinals. The only other portion remain- 
ing of the supracardinal system is part of the postrenal 
segment of the inferior vena cava. This is from the 
supracardinal vein on the right side. The hepatic portion 
of the inferior vena cava develops from the vitelline 
circulation of the embryo. 


Several routes of venous drainage, therefore, 
are possible. Huntington and McClure, in 1920, 
described 17 different types of inferior vena 
cava.‘ It is apparent that the inferior vena cava 
is formed largely from embryonic structures on 
the right side of the posterior abdominal wall. 
The vessels on the left side might become avail- 
able as collateral channels in the case of occlu- 
sion of the main vessel. Therefore, whereas the 
collateral vessels on the left side fill but do not 
dilate particularly, those on the right must 
dilate markedly to compensate for their relative 
scarcity, as most of them have been used up 
in the formation of the inferior vena cava itself. 


In 1941, Keen was the first to demonstrate the 


relationship of the embryology to the collateral 
circulation which develops following complete 


occlusion of the inferior vena cava. His findings 
were based on a dissecting room subject. The 
inferior vena cava, up to the first hepatic vein, 
and all of the right common iliac with both renal 
veins were occluded by organized thrombus. 
The collateral circulation was beautifully shown. 
Both kidneys had a double route of venous re- 
turn. There was a dense network of perinephric 
veins that pierced the capsule of the kidneys. 
On the right side these perinephric veins emptied 
into a large right subcostal vein and on the left 
side they emptied into the beginning of the 
inferior hemiazygos vein. The other set of new 
channels which had developed drained as fol- 
lows: On the right side a new channel had 
formed and emptied into, as termed by Keen, a 
“left inferior vena cava’, which also drained the 
left side of the pelvis and the left lower limb. On 
the left side, another new channel had formed 
and: emptied into the hemiazygos vein. The 
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superficial vessels of the right lower limb were 
markedly dilated and drained into the deep 
circumflex iliac vein and thence into the right 
subcostal vein. The inferior hemiazygos vein 
was markedly dilated and crossed over the 
bodies of the eleventh and twelfth dorsal 
vertebre to join the azygos vein, which was ap- 
proximately twice its normal size ending in the 
superior vena cava. 


The greater dilation of the vessels on the right 
side of the body was noted by Keen, This 
phenomenon was also present in our case. In 
Keen’s case, the right common iliac vein was oc- 
cluded. Therefore, one might conclude that the 
circulation on the right side of the abdomen, 
pelvis and lower extremities, would be more 
compromised. Our case, however, shows oc- 
clusion of the proximal portion of the left com- 
mon iliac vein. The varicosities of the abdominal 
wall and lower extremity were again more 
marked on the right side. 


The case presented, therefore, supports the 
assumption that with occlusion of the inferior 
vena cava potential channels exist on the left 
side which are remnants of the cardinal system 
of veins but are not available on the right side 
because they have been used in the formation 
of the inferior vena cava. 


CONCLUSIONS 


1. A case of occlusion of the inferior vena cava 
and left common iliac vein is reported. 


2. Radiological methods of diagnosis are pre- 
sented. 


3. The relationship of the development of col- 
lateral channels to the embryology of the in- 
ferior vena cava is discussed. 


We wish to acknowledge the co-operation of Dr. 
Wolfe Light, of the Department of Radiology, and also 
that of Miss Eleanor Sweezey, Director, Department of 
Medical Art and Photography, Queen Mary Veterans’ 
Hospital, Montreal. 
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Special dak 


THE CANADIAN SICKNESS 
SURVEY 1950-51:* 

Its IMPLICATIONS FOR THE 
PRACTISING PHYSICIAN 


G. D. W. CAMERON, M.D., D.P.H., 
Ottawa 


FOR THE FIRST TIME IN CANADA we have at hand 
from our Sickness Survey a body of information 
concerning the illness experience of our entire 
population, the amount and kinds of health serv- 
ices they received, and the money they spent 
directly or through insurance for these services. 
This information has been collected systemati- 
cally over a period of one year by monthly visits 
to about 10,000 households, carefully chosen to 
represent different parts of the country, and is 
now being tabulated and published by the 
Bureau of Statistics and the Department of 
National Health and Welfare. Many of you are 
no doubt acquainted with the five Special Com- 
pilations now released, to be followed—if I know 
statisticians—by many more, 

I will not bore you by going into all the details 
behind the planning .of this large and time- 
consuming task. The designing of standard rec- 
ords forms for collecting information, the coding, 
punching and tabulating of information after it 
has been recorded, the preparation of special 
compilations dealing with various sectors of the 
vast amount of material available—these you can 
well visualize. Many of you, as medical practi- 
tioners, will have had your own doubts as to 
how anyone could define “illness” for purposes 
of the Survey. To the clinician, for example, the 
concept of “normal good health” is associated 
with freedom from obvious disease or disability 
and is not necessarily related to rigid anatomical 
standards or a statistical concept of normalcy. 
After full examination of this problem, it was 
decided to leave the decision as to good health 
or ill health to the participants in the Survey. 
Under the term “sickness” then, individuals re- 
ported those conditions which were causing the 
members of their family discomfort or interrupt- 
ing their usual activities. By questioning the 
heads of households or mothers of families in 
regard to day-to-day sickness experience, a total 
picture is gained, ranging at the one end from 
extremely minor departures from health to those 
conditions which cause a great deal of disability 
and even death. 

It was possible to obtain some idea of the 
extent to which the conditions reported by the 


*An Address by G. D. W. Cameron, Deputy Minister of 
National Health, to the 87th Annual Meeting of the 
Canadian Medical Association, Vancouver, June 17, 1954. 
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informant agreed with the physician’s diagnosis. 
For one or two months, every province was able 
to make some check with physicians concerning 
the illnesses they attended, and the results in- 
dicated a high degree of agreement. 


What do these results mean to you as practis- 
ing physicians in Canada? I propose to discuss 
some of the highlights in the three major areas 
of the study: (1) Family expenditures for health 
care, (2) Illmess experience. (3) Health care 
services. 


FAMILY EXPENDITURES FOR HEALTH CARE 


For a number of reasons, I have chosen to 
discuss family expenditures first. Most of us have 
some interest where money matters are con- 
cerned, but more important, our researchers have 
devoted no less than four of the first five of their 
publications to this subject. Therefore, I can 
refer to published information and you are in a 
position to look into the tables and check for 
what I say; or do not say. But I suggest to you 
in all seriousness that the patterns of expendi- 
ture by different income groups, the regional 
variations in expenditures, the proportions of ex- 
penditures going to prepayment—to name just a 
few—have important implications for us as a 
profession. 

In the year of the Survey, 1950-51, it has been 
estimated that we as Canadians spent a total 
of $675,000,000 from public and private sources 
for health care. From the Survey, we know that 
almost $375,000,000 of this amount came directly 
from families, or from them through insurance 


' plans. After making adjustments in the Survey 


data, it is estimated that consumer payments for 
physicians’ services amounted to about $118,000,- 
000, or an average of $26 for each family. About 
$88,000,000 of this was paid to physicians-directly 
and the remainder mostly in the form of medical 
care insurance premiums. About 7% of families 
with income under $3,000 spent $70 or more 
directly on physicians’ services, apart from in- 
surance, and hospital, dental and other payments. 
As far as we can tell at the present time, the 
amounts spent per family increase significantly 
as income increases, but do not go up as the 
size of the family increases; rather, larger 
families spend less per person on all items of 
health care, 

A very interesting pattern is apparent with re. 
gard to the purchase of health care insurance. As 
far as the families with incomes under $1,500 
were concerned, just over one-quarter reported 
any expenditure of this type by one or more of 
their members. Over one-half of the families 
with incomes of between $1,500 and $3,000 pur- 
chased this kind of protection, but as we go on 
to the $3,000 and over group, about two-thirds 
of all families report such an item in their 
budgets. 
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Regional variations in average family expendi- 
tures are even more striking. It is estimated that 
families in British Columbia spent on an average 
about $100 each for all items, with those in 
Quebec, Ontario, the Prairies and the Maritimes 
spending successively smaller amounts. Quebec 
reports the highest family expenditures for both 
prescribed and non-prescribed drugs. Newfound- 
land with its special geographic, economic and 
social problems reported an expenditure of only 
$28 per family on all items. 

And now a word about so-called “free 
services’. One general measure of this factor 
could be the volume of care given in hospital 
outpatient departments. Preliminary survey data 
show that an estimated two million visits were 
made to outpatient departments by just under 
5% of the population. Such visits represented 
about 8% of the total of home, office and clinic 
calls. Even considering that outpatient facilities 
are not evenly distributed, there were only 
minor regional variations around this proportion, 
with the exception of British Columbia where 
the proportion was about 12%. 

The rates of clinic visits for males exceeded 
the female rates only in the age groups under 
14 years and 45 to 64 years. In the middle years 
15 to 44, and after 65 years, women made more 
frequent use of such clinics than men. 


[ILLNESS EXPERIENCE 


Turning to the second major area. of the 
Survey, we have just published our first special 
compilation dealing with the total volume of 
illness in Canada. Canadians on the average 
suffered an illness or “disability” sufficiently 
serious to interfere with their normal activities 
for 11.9 days, including an average of 5.6 days in 
bed at home or in the hospital. They reported 
a grand total of 51.4 days of “complaints”, which 
may or may not have interrupted normal 
activities. Lest you hasten to the conclusion from 
this last estimate that we are a nation of hypo- 
chondriacs, let me call to your mind that it in- 
cludes everyone with a minor symptom or a 
chronic illness who in this sense was “ill” for 365 
days, many of our aged with their complaints of 
later years, and all of our newborn babies in 
hospital. For most purposes, illness will be 
associated with the concepts of “disability: days” 
and “bed days” although the concept of “com- 
plaints” has some significance. 

Another way of looking at the problem is to 
talk in terms of persons, instead of over-all sta- 
tistical averages which often conceal as much as 
they reveal. Out of every 100 Canadians, 20 had 
no complaints whatever during the year; 22 re- 
ported some symptoms of ill-health which were 
not serious enough to interfere with their usual 
activities; 10 were prevented from carrying on 
such activities but not confined to bed; and 48 
were confined to bed, at home or in hospital, for 
one or more days. 


CANADIAN SICKNESS SuRVEY 1950-51 
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You have not yet had the opportunity of 
examining the illness records compiled, and to 
this extent I speak with something of an ad- 
vantage. We hope, however, to be able to pub- 
lish national estimates of some 90 diseases and 
conditions or groups of conditions, before very 
long. From the preliminary evidence, it appears 
that over one-half of all the diseases reported in 
the Survey (54%) can be grouped under dis- 
eases of the respiratory system. In fact, the com- 
mon cold and influenza represented no less than 
45% of all diseases reported. The second largest 
group, diseases of the digestive system, involved 
only 8% of total illness, followed by infective 
and parasitic disease (6%), and accidents, poison- 
ings and violence (5%). These four categories 
included about 75% of all reported illnesses. 


A special supplementary questionnaire in the 
Survey was designated to produce national 
estimates of disabled persons. It appears that no 
less than 425,000 persons, or 3% of our popula- 
tion, reported chronic disabilities, deformities 
and amputations which could be described as 
severe in terms of their interference with what 
a person could normally do. Sixty per cent of 
them were over 45 years of age. Of these persons, 
over 100,000, of all ages and both sexes, could 
be described as totally disabled, although some 
reported they were still able to carry on exten- 
sive activities in the face of what the rest of us 
would consider severe handicaps. Six types of 
disability—heart disease, residual impairments 
due to accidents, arthritis and rheumatism, deaf- 
ness, partial or total blindness, and disorders of 
the nervous system, in that order—accounted for 
about 60% of all the primary disabling conditions 
reported. 


VOLUME OF SERVICES 


The third and perhaps the most significant 
area from your point of view relates to the 
health services rendered to the population. The 
Survey did not reveal estimates of non-surgical 
hospital calls, but we know that practising phy- 
sicians made over 22,500,000 home and office 
calls, about one-third of these in the home. In 
addition, patients made over 2,000,000 visits to 
hospital out-patient clinics. This :neans that ap- 
proximately 10,400 practising physicians gave 
about 2,200 home and office calls each during 
the period to 5,700,000 Canadians. 


Expressed another way, nearly three out of 
every five Canadians did not see a physician in 
the home or office during the year. Only one 
out of three visited his office at least once, one 
out of five received one or more home calls, and 
one out of 20 attended hospital outpatient clinics. 

As might have been expected, older persons 
had a higher rate of physicians’ calls. Those over 
65 years, both male and female, réceived 2.5 calls 
per person, compared with about two calls for 
those between 25 and 64 years, and about one 
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call for children under 15 years. Persons 65 years 
_ of age and older represented 7.8% of the popula- 

tion, but received 18.9% of all home calls. This 
fact is especially significant, having in mind our 
ageing population and the time and skill re- 
quired to treat the chronic and degenerative 
diseases of the aged. 


The difference between the sexes in the receipt 
of medical calls is also striking. Proportionately 
more females received medical calls than men— 
and at a greater rate. Maternity care largely 
accounts for the fact that women aged 25 to 44 
received about two calls each, twice the rate for 
men in those years. However, over 48% of 
women over 45 years reported home or office 
calls or both, at a rate of 2.5 each, compared to 
41% of the males with less than two calls each. 


It is anticipated that the data on service will 
also show significant variations by income level 
and by geographical area. Higher income groups, 
for example, appear to have received on an 
average more calls per family. We know that 
home and office call rates were highest in British 
Columbia—2.1 per person compared to a national 
average of 1.6. However, the rates per physician 
of home and office calls combined, do not vary 
very much in the five regions studied. It appears 
that the rate of non-hospitalized medical care per 
capita is significantly affected by the number of 
physicians in practice. In other words, perhaps 
we all work about as hard, regardless of what 
part of Canada we practise in—but some of us 
spread our services over more people than 
others. 


Having said this much, I cannot help but go 
on to say that the ratio of home to office calls 
shows some striking variations in medical prac- 
tice. Unfortunately, as mentioned, we are not 
able to provide data on the volume of non- 
surgical hospital calls for the Survey. When we 
learn, however, that the proportions of home 
calls to total home and office calls were 45% in 
Quebec, 31% in the Maritimes, 18% in British 
Columbia and 16% on the Prairies, we realize 
that such variations cannot be due to chance, 
and that there must be reasons for them. 

Some of the obvious reasons that occur are 
differences in geography, communication and 
transportation. Perhaps more significant, how- 
ever, is the unequal development of hospital 
beds, and the presence or absence of hospital and 
medical care insurance. Western Canada in par- 
ticular has had more satisfactory bed ratios, and 
information from independent sources suggests 
that at least 75 to 85% of the population of the 
four Western Provinces carried some form of 
hospital insurance in the Survey period. When 
we remember the very low rates of home calls 
in the Western provinces, it is difficult to deny 
that favourable hospital bed ratios, combined 
with widespread insurance, have reduced 
markedly physicians’ visits in the home. 


SPECIAL ARTICLE: 
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Now I would like to whet your appetites a 
little and suggest some of the many things we 
would like to know, and which we expect the 
Survey will yield for us. For example, how does 
the experience of the population with voluntary 
or public insurance protection compare with that 
of non-insured families? Which illnesses were 
reported that did not receive medical attention, 
and which ones received the most service? We 
know, for instance, that in about 23% of those 
illnesses reported by the patient as “pneumonia”, 
no medical service was received in the home, or 
office, or from hospital outpatient clinics; but this 
fact does not tell us enough by itself. Did these 
patients receive no attention whatever, or did 
they go directly to hospital?P How many other 
conditions were untreated, and how serious were 
they? Are the low-income groups with less 
service composed of young relatively healthy 
persons just entering the labour market, or are 
they older persons with serious health problems? 
The answers to problems of this nature involve 
cross-classifications of basic service, illness and 
expenditure data. They are particularly difficult 
to produce from a technical point of view and 
will be among the last items published from the 
Survey, but they have most interesting possi- 
bilities. 

CONCLUSION 


Certain events can be clearly characterized 
and easily located in time, such as_ birth, 
marriage, and death. But matters of health and 
sickness, capacity or incapacity for work, are 
not clearly defined states of which the begin- 
ning and end can be clearly determined. None- 
theless Canada’s nation-wide Sickness Survey 
provides us for the first time with a body of 
data on the social and morbidity characteristics 
of the population which are amenable to modern 
techniques of statistical analysis. The data also 
represent our most complete information on 
what medical practice in this country is achiev- 
ing. While recognizing that health and sickness 
are “attributes of individuality compounded of 
the physical, the mental, and the social”, I be- 
lieve the Survey results as they are studied and 
published will have a very considerable relevance 
for physicians as practitioners and as professional 
people, with special abilities and responsibilities 
relating to the health and well-being of the 
people of our country. 





PHENOLPHTHALEIN IN CHILDHOOD: 
DOSAGE AND EFFICACY 


It is concluded from studies on 56 children that white 
or yellow phenolphthalein is an effective and quite safe 
laxative for children, and does not cause constipation 
after prolonged use. There is a paradoxical dosage 
phenomenon: 2% grains at 3-day intervals suffices for 
children over six years of age, but 3 grains is the 
optimum for younger enes.—Ditkowsky, S. and Steig- 
mann, F.: J. Pediat., 45: 169, 1954. 
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INFECTIOUS HEPATITIS* 


ANALYSIS OF 101 CasEs SEEN IN 
GENERAL PRACTICE 


J. B. I. SUTHERLAND, B.Sc., M.D., Montreal 


Durinc THE 18 MontTHs from January 1952 to 
June 1953, 101 cases of acute infectious (viral) 
hepatitis were recorded in the general area of 
Ormstown, Que. The records of these cases are 
here collected and analysed. 

Due to the commonly benign nature of this 
disease many cases were unreported and un- 
recorded, and in a good number the records 
available are, unfortunately, not complete; never- 
theless, there would appear to be some value in 
comparing observed features of the disease in 
this series with the textbook picture.’ * ° 

Age and sex incidence.—The youngest patient 
was three years old, and the oldest 99. Approxi- 
mately 50% of the patients were under 14, and 
75% under 30. There were 59 females and 42 
males. 

Date of onset.—Eighty per cent of the cases 
occurred in the months October 1952 to March 
1953, and it seems that this was an epidemic 
period, although one to four cases occurred in 
practically all other months of the period studied, 
presumably representing the endemic nature of 
the disease. 

Epidemiology.—The incubation period in the 
literature is variously given as from 15 to 40 
days. °° In this epidemic 29 cases occurred in 
11 families (six in one family). The interval be- 
tween the onset in one member and in the next 
was determined in 13 families. In nine cases the 
interval was between 12 and 21 days, and in the 
other four between 26 and 41 days. 

Mode of onset.—Out of a series of 83 cases, 
the onset of symptoms appeared to be gradual 
in two-thirds (56) and sudden in one-third. It was 
ae apt to be sudden in the age group under 

Prodromal period.—Of 68 cases in which data 
are sufficient, the prodromal period (from the 
first symptom to the appearance of jaundice) was 
seven days or less in 51 (75%). 

Duration and severity of symptoms.—The dura- 
tion of symptoms was recorded in only 16 cases, 
and, as is inevitable in general practice, the 
longer duration represents mainly the more 
severe cases. Of seven children, from seven to 
11 years old, only two had symptoms for over a 
month, and it was the general opinion that many 


*From the Ormstown Medical “Centre, and the Barrie 
Memorial Hospital, Ormstown, Que. 
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children recovered their appetite and well-being 
much sooner, often within a week. In nine adults 
the duration of symptoms varied from one to six 
months, but these again undoubtedly represent 
unusually severe cases. In the two fatal cases in 
the series (both confirmed at autopsy) the dura- 
tion of symptoms is unknown, but each patient 
was in hospital for only two days before death 
occurred. 


SIGNS AND SYMPTOMS 


Gastro-intestinal symptoms predominated, and 
were recorded as absent in only 10 cases, The 
most common gastro-intestinal complaints were 
anorexia, nausea, vomiting, and abdominal pain 


(Table I). 











TABLE I. 
MAIN SYMPTOMS AND SIGNS 
on are Recorded Not 
absent present recorded 

DOR Ge ati dks 5 49 47 
Ns «ny Lid xeanease a 5 44 53 
IR ss oda ad enrad 15 60 26 
RG 0:2. bk atone. 4 49 48 
DR. 50 K.v so vrwenaikh 6 71* 24 
Hepatomegaly.......... 51 16 34 
Splenomegaly........... 59 2 40 


(og eee eee 29 34 38 
*Scleral 66, skin 37. 





Anorexia was not only common, but often by 
far the most persistent symptom, Nausea, vomit- 
ing, and abdominal pain were prone to occur 
as presenting symptoms in the younger age 
groups. The location of the pain was epigastric 
in 25 cases, in the right upper quadrant in eight, 
and unspecified or generalized in 16, Other 
symptoms noted were distaste for cigarettes,’ 
foul breath, bad taste in mouth, gas, constipation, 
and diarrhoea. 

Dark urine was noted by 51 patients, being 
often described as “red”, or “very yellow,” but 
only 11 patients noted pale stools. 

Other prominent symptoms, often presenting, 
were weakness and malaise (39 cases), headache 
(26 cases), and various respiratory complaints 
(18 cases, of which eight complained of cough, 
and four each of: “la grippe” and sore throat). 
Pruritus was never a presenting complaint, and 
in only seven cases was it recorded as a symp- 
tom at all. Six patients complained of chills, and 
three of pain in the back. 

Temperatures recorded varied from normal to 
104° F., but at the time of examination only 40% 
of all patients had any fever (above 99° F.), 
and fever was most common in the age groups 
0 to 9 (58%) and 30 to 99 (57%), and much 
less for the intermediate group of young adults. 
The incidence of tachycardia showed an al- 
most identical distribution, and _ correlated 
closely with the degree of fever, as one would 
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expect. The cases in which a bradycardia (70 or 
less) was recorded numbered 15, and of these 
only two had fever of 99° F. or more, and in only 
two was jaundice not present at the time of 
examination. 

In the whole series jaundice was present in 
71 of 77 recorded cases (Table I), Infection with 
the virus of infectious hepatitis (IH) without 
jaundice occurs not infrequently,® but in general 
practice it.is often difficult to make the diagnosis 
in the absence of jaundice. Of the six cases in 
which jaundice was definitely reported as absent 
the diagnosis was made on the presence of bile 
pigment in the urine in five, and the presence 
of an enlarged tender liver in the sixth. The 
duration of clinical jaundice varied from 19 to 
80 days in the 13 cases in which it was recorded, 
but again the longer duration represents the 
more severe cases. 

The incidence of liver enlargement of 25% is 
much lower than that generally quoted. It is 
reasonable to suppose that it might have been 
higher had better follow-up been possible, as 
liver enlargement is most apt to occur during the 
2nd and 3rd weeks of the disease.* The recorded 
incidence of liver tenderness in this series (54% ) 
is open to the same qualification, as is enlarge- 
ment of the spleen, which was recorded in only 
two cases, and lymphadenopathy (two cases), 
both of which are more commonly noted in the 
literature, 

Several cases were observed in which sub- 
clinical icterus was detected by the appearance 
of an orange-rose blush in the skin of the ab- 
domen, which appeared immediately following 
the release of finger pressure used in palpation, 
and faded slowly thereafter. 

Laboratory findings.—Bile in the urine was 
noted in 75 cases, and unrecorded in 26. These 
included 60 positive tests for urobilinuria and 
52 cases in which the urine was grossly bile- 
stained. Pale stools were noted in only 11 cases. 
The icterus index was recorded in 21 cases, 
ranging from 13 to 160 units, The white cell 
count in eight cases ranged from 5,000 to 9,000. 
No other liver function tests were performed. In 
several cases, however, the icterus index was fol- 
lowed throughout the convalescence, and in one 
case remained elevated long after clinical re- 
covery seemed complete. 

Differential diagnosis.—When jaundice is pres- 
ent, the approach to the differential diagnosis is 
very different from that when jaundice is absent. 
In this series there were only two cases with 
jaundice as the presenting symptom and a diag- 
nosis other than hepatitis; one turned out to be 
a case of carcinoma of the pancreas, and the 
other one of homologous serum jaundice. 

In all other cases in which difficulty with diag- 
nosis was met, jaundice was not present when 
the patient was first seen. Review of the records 
shows that the following conditions were at some 
time under suspicion: pneumonia (three cases); 
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nephritis or pyelitis (two cases); appendicitis 
(two cases); “la grippe” (four cases); and a miscel- 
laneous group including worms, onset of labour, 
carcinoma of the stomach, and infectious mono- 
nucleosis. 

Treatment.—Bed rest during the acute stage is 
necessary. A high carbohydrate, high protein, 
and low to medium fat diet with supplementary 
vitamins seems reasonable. It is important to 
avoid alcohol. Mag. sulph. may be useful symp- 
tomatically. In the more severe cases intravenous 
therapy may be necessary. A recent report® 
prompted the use of vitamin B,, in one case, 
with marked relief of anorexia on two occasions. 


DISCUSSION 


Although it is clear that the features of this 
disease vary from one outbreak to another® © '° 
the cases here reported do show some differences 
from the usual textbook picture, particularly 
with regard to the incidence of enlargement of 
the liver, spleen, and lymph nodes. These dif- 
ferences may be explained partially on the basis 
of incomplete recording, but also some of these 
signs do not appear until the disease has been 
present for several weeks. 


* SUMMARY 


The records of 101 cases of acute (viral) hepa- 
titis seen in general practice are analysed, with 
some observations on the frequency of the 
various clinical findings. 


My thanks are due to Dr. M. R. Stalker, Director of 
the Ormstown Medical Centre, and Drs. G. L. Sutton, 
J. A. Davidson, E. J. Brown, and M. E. Stalker for their 
help in the collection of these cases; and to Mr. J. 
Legrand and Miss E. Brooks for the laboratory studies. 
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GUNSHOT WOUNDS OF THE 
PREGNANT UTERUS 


The world’s literature on gunshot wounds of the preg- 
nant uterus has been reviewed and two additional case 
reports presented. A total of 33 cases are analyzed here- 
with. The over-all mortality was 9% with no deaths 
occurring since 1912. Laparotomy should be performed 
to discover the extent of intra-abdominal damage and 
proper steps taken to repair it. The condition of the fetus, 
mother and uterus must be considered in deciding upon 
the proper management.—Kobak, A. J. and Hurwitz, C. 
H.: Obst. & Gynec., 4: 388, 1954. 
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PROTECTING THE PuBLIC AGAINST CANCER 





At a recent session of the National Academy 
of Medicine in Paris, Dr. René Reding? of Brus- 
sels drew attention once more to the danger to 
the public from the addition of colouring agents 
and other carcinogenic chemicals not only to food 
but also to other substances in daily use such as 
lipsticks, makeup, soap and suntan products. 

As evidence of the significance of such sub- 
stances in contributing to the rising tide of 
cancer, he cited the fact that in industrialized 
countries 50% of all cancers are located in the 
digestive system, as against 3.5% in primitive 
communities. The list of colouring agents danger- 
ous to man has never been completely worked 
out, and this is. important in view of the fact 
that, for example, in Germany and Belgium no 
less than six grams of such substances is ingested 
per head per annum. One European manufac- 
turer admitted that in 50 years he had sold 1,700 
tons of a mixture of Sudan I (carcinogenic) and 
Sudan G (toxic to the kidneys) for use in colour- 
ing butter, cheese and margarine. Quite apart 
from the colouring agents, at least 24% of the 
other chemicals auded to food as preservatives, 
antiseptics, bleaching agents, thickening or 
flavouring agents, etc., have been found to be 
carcinogenic to animals ( Hartwell, U.S. National 
Cancer Institute). It is not at all certain that 
colouring agents used in elegant pharmaceutical 
preparations are completely harmless, and some 


REDING, R.: Bull. Acad. Nat. Med., 138: 238, 1954. 
. CUNNINGHAM, R. M. W.: M. J. Australia, 1: 819, 1954. 
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materials used in surgery such as cellophane, 
nylon and orlon have been found guilty of pro- 
ducing sarcoma in rats, German surgeons have 
in fact abandoned the use of nylon and orlon 
recently. 

The alarming aspects of the presence of 
potential carcinogens in food are their wide- 
spread distribution, the continued nature of their 
ingestion, the known summation of their effects, 
and the absolute irreversibility of their action. 
The second of these features invalidates the 
argument that since, for example, certain aniline 
derivatives are safe to use as drugs they would 
be harmless in food. 

Government action has of course been taken 
in most well-developed countries to eliminate 
the risk, but Dr. Reding shows that a certain 
amount of confusion exists in the minds of legis- 
lators. Thus in Belgium it is suggested that only 
synthetic adulterants should be banned, though 
there is no guarantee that all naturally occurring 
substances are harmless, Cunningham? in a re- 
cent lecture at Canberra, Australia, on dangers 
of additives to food, appears to have overlooked 
this point when he presses for abolition of syn- 
thetic dyes and flavouring agents. He does how- 
ever draw attention'to the comparative instability 
of the latter, This Australian chemist also sug- 
gests a connection between the use of synthetic 
dyes in food, and the great rise in leukeemia and 
canver in recent years. In Germany a scientific 
commission has since 1949 been laboriously 
screening substances for toxicity and carcino- 
genic properties, but only one species of animal 
has been used in testing for carcinogenesis, and 
this is not sufficient in view of the species- 
specificity of some carcinogens. The only alterna- 
tive to this technique would seem to be the 
complete and indiscriminate prohibition of all 
chemical additives. 

In conclusion, the attitude of Sir Frank Engle- 
dow in his address to the general meeting of the 
British Food Manufacturing Industries Research 
Association’ is worth recording. He, quoting from 
a U.K. Government Report that “the machinery 
which exists for testing the possible harmful 
effects of [new chemical] substances is inade- 
quate,” suggested that the food industries should 
searchingly examine their own attitude with a 
view to formulating a policy “constructively, not 
merely defensively.” It is true that full investiga- 
tion may show that the risk to health or life is 
not great; at present we simply do not know. 
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ANTICOAGULANTS IN CORONARY THROMBOSIS 


The popularity of the anticoagulants as a rou- 
tine treatment in coronary occlusion has been 
growing, but some authors and well-known 
cardiological authorities are not convinced that 
such treatment is indicated at all. We must heed 
the words of the distinguished cardiologist, 
William Evans,’ in a recent discussion at the 
Royal Society of Medicine, London, England: 
“It is better for a new remedy to be received 
with a quiet scepticism than with a boundless 
enthusiasm, because a wiser judgment on its real 
and lasting benefit is more likely to follow. There 
are many reasons why a new remedy is hailed 
with undue enthusiasm. Among them are the 
desperate need to alleviate or cure some fell 
disease, the demonstration of a specific effect in 
the experimental animal, the compelling ad- 
_ vertisement which appears to brook no contradic- 
tion, its warm recommendation by a medical col- 
league, based too often on a limited experience, 
its acceptance by another country politically in 
the ascendency, the truism that it is always the 
latest song that an audience applauds the most— 
a sentiment born on the lips of Homer—and that 
we yield too easily to.the whims and fancies of 
our times and our patients. One of the main 
functions of a doctor is to manage his patients, 
and when the patients manage their doctors, and 
there are ominous signs that this is taking place, 
medicine. will have surrendered its professed 
scientific equipment for its ancient cloak of 
quackery. There is more danger in this than most 
appear to be aware of; thus, we find it recorded 
that 50% of American physicians using anti- 
coagulants admitted that they did this because 
they were pressed to do so by their patients. 
Progressive medicine should provide that every 
new remedy must be submitted to a Therapeutic 
Trials Tribunal before it is dispensed to patients 
or included in the British Pharmacopceia. Such 
a body would outline a plan for an investigation 
to test the therapeutic value of the drug, and 
allocate the problem to those competent to solve 
it, and with facilities to carry out the work and 
at several centres. A model of such an investiga- 
tion is afforded by the Christie Report on peni- 
cillin in the treatment of bacteria] endocarditis. 
Before a new and potent remedy is accepted for 
general use it should satisfy a Code of Efficiency 


1. EvANsS, W.: Proc. Roy. Soc. Med., 47: 318, 1954. 

2. GILCHRIST, A. R.: Proc. Roy. Soc. Med., 47: 317, 1954. 
3. BEAUMONT, J. L., CHEVALIER, H. AND LENEGRE, J.: Am. 
Heart J., 45: 756, 1953. 
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and such a code should demand three require- 
ments of each drug: First, that it should produce 
noticeable improvement in the majority of pa- 
tients where its trial has been justified. Sec- 
ondly, that such improvement should never be 
less, and, in the large majority of patients, should 
be much greater than that produced by a 
placebo. Thirdly, that the remedy can be dis- 
pensed in a convenient form and without risk of 
producing injurious effects in the patients.” 
Evans points out that there is considerable 
pathological evidence produced by a number of 
investigators to show that coronary thrombosis 
is not always a feature or a forerunner of cardiac 
infarction. In fact clotting in the coronary arteries 
was absent in some 20 to 90% of cases ex- 
amined at necropsy. Evans produces figures to 
show that, had anticoagulant treatment been a 
universal procedure in these autopsied cases, it 
would have been given to prevent a clotting 
which certainly would never have taken place 
in 1,358 out of 2,351 patients. In comparing the 
effects of various treatments it is also necessary 
to take into account all the factors which are 
known to affect the prognosis: Evans enumerates 
the size of the occluded artery, the place of the 
infarct, the state of the adjoining collateral cir- 
culation, the age of the patient and the presence 
of heart failure as important factors. 
Gilchrist,? in the same discussion, describes 
his mortality rate as 19.5% with anticoagulant 
therapy compared with a rate of 42.2% in a 
control series. In his experience, therefore, the 
prophylactic use of anticoagulant drugs is ca- 
pable of reducing the death rate by half during 
the first six weeks of hospital care following the 
onset of the acute attack. Evans in commenting 
on the figures of other authors points out that 
in his own series of 1,000 consecutive patients 
with cardiac infarction who did not receive anti- 
coagulant therapy a mortality rate of only 19% 
was attained. He goes on to indicate that insuffi- 
cient care has been taken in the selection of 
comparable cases in reported control groups and 
especially in the assessment of circumstances 
which materially affect prognosis, foremost 
among which is the association of cardiac failure. 
He states that the presence of heart failure more 
than doubles the mortality rate in cardiac in- 
farction. ; 
Gilchrist considers that thrombo-embolic com- 
plications can be reduced from 26 to 10% with 
anticoagulant therapy, and deaths directly at- 
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tributable to this cause reach minimal propor- 
tions: he quotes figures of other authors to 
substantiate his view. Again Evans takes an 
opposing viewpoint: “As the clinical diagnosis of 
thrombosis is notably difficult, embolism may 
also go unnoticed. The mistake of nominating 
the presence of thrombo-embolism when it is not 
there is matched by the error of missing it when 
it is there, so that the incidence of this complica- 
tion in any clinical series of patients depends 
mostly on the depth of the physician’s interest in 
this subject and on his awareness of, or indiffer- 
ence to, its occurrence, and not on the efficacy of 
any remedy given to prevent it. This explains 
why a statistical analysis of the incidence of this 
complication from special therapeutic measures 
has remained, and is destined to remain, con- 
fused.” Evans continues with the observation of 
Beaumont et al.’ that the coagulability of the 
blood varies; in the first phase of the first few 
days of the illness there is extreme hypercoagula- 
bility; the second phase of hypocoagulability lasts 
for the next week, and the third phase of hyper- 
coagulability often lasts for a long time, Evans 
points. out that those pledged to anticoagulant 


therapy have therefore neglected their treatment: 


if it is not commenced within the first few hours, 
but that their treatment is unnecessary in the 
subsequent week; from then on, it should be 
given in perpetuity because the threat of a re- 
currence or extension of the trouble remains. He 
concludes his criticism of anticoagulant therapy 
with the comment that severe hemorrhage, even 
under close laboratory supervision, is frequent 
enough to outlaw the use of anticoagulants in 
coronary occlusion. 

It is apparent that the indications for anti- 
coagulant therapy in coronary occlusion are still 
not clear, that dangers are present and that the 
effects may be of doubtful value.——W.F.T.T. 





Editorial Comments 


Str WINSTON 


On November 30, Sir Winston Churchill was 
80 years old. In sending our congratulations to 
this world figure, we feel that medical science 
(and penicillin) can take a little credit for this 
achievement. We suspect, however, that most of 
the credit goes to Sir Winston’s iron constitution 
on which the outcome of World War II may be 
said to have hung. 
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THE WASTE OF VITAMINS 


There is probably more waste of vitamins than 
of any other substance prescribed in medicine. 
The is of frank avitaminosis in any significant 
extent (outside of underprivileged areas) has long 
been over, and the attempt to establish the 

resence of so-called subclinical avitaminosis has 
ad only dubious success. 

And yet the giving of vitamins continues to an 
extent for which there is no justification. Surely 
there is no other department in medicine so 
subtly influenced by advertising, or in which the 
reasonable and definite indications are more 
completely submerged by wholesale prodigality. 

In a recent letter to the Brit. M. J.,* Dr. A. W. 
Fowler describes his investigation of “routine 
vitamins” in a 250 bedded hospital. “The average 
dose was seven tablets, capsules, etc., a day for 
each patient. On one ward each patient was 
given 18 tablets a day thereby receiving more 
than ten times the normal requirements of vita- 
mins A, C & D.” This is in a country where drugs 
cost the patient nothing, or at least nothing 
directly. But on this side of the Atlantic, even 
though vitamins are by no means inexpensive, 
it is probable that the average prescription of 
vitamins is not much below the quantity men- 
tioned by Dr. Fowler. The most that can be said 
in extenuation of this waste is the popular de- 
mand for vitamins, and that is not much of an 
excuse. It may even be said that it takes far more 
of a given vitamin to do any harm than the 
average patient is ever likely to take, or, it may 
be added, that he can afford. 

There will always be a place for the dis- 
criminating use of vitamins, but when they are 
given without any reasonable attempt to ascer- 
tain the need for them we are lowering our 
standards in therapeusis. 


*Brit M. J., 2: 756, 1954. 





On ACCIDENTS IN CHILDHOOD 


The year 1954 is the 30th anniversary of the 
establishment of a head office in Canada by the 
Metropolitan Life Insurance Company. The 
Company's records for this 30-year period pro- 
vide an interesting and encouraging review of 
the general health of the Canadian people as re- 
flected in the mortality rates amongst its policy 
holders. In brief, the death rate has fallen from 
8.8 per 1,000 in 1924 to 4.8 in 1953, a reduction 
of about 45%. There are however some slight 
differences between these mortality rates in the 
Canadian policy holders and those in the United 
States, although on the whole the mortality 
trends are the same in both countries. The chief 
difference is in the level of the death rates at the 
various age periods. The mortality amongst the 
Canadian policy holders under five years is about 
twice that among the corresponding U.S. group. 
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This difference exists in spite of the dramatic 
gains made in the control of the infectious dis- 
eases, gastro-duodenitis, and tuberculosis. As 
the Statistical Bulletin (May 1954) points out, 
there is much yet to be done to curb the death 
rate in infancy and early childhood in Canada. 
Part of this excess mortality is due to the higher 
death rate from accidents among Canadian chil- 
dren. This is one of those baldly stated facts 
which call for much self-examination on our part. 
Why have we been able to keep pace with the 
advancing control of infectious disease but have 
allowed ourselves to fall behind in the protec- 
tion of our children against accidents? Perhaps 
it is easier to put up hygienic defences against 
disease than to train people to be more watchful 
of the physical aspects of their children’s lives. 
Motor vehicle accidents play a large part in this 
mortality, and this involves other factors; but 
there is still the urgent need for the eternal 
vigilance which is the price of safety. 





DomEstTIc PETs 


Man has kept domesticated animals in his 
abode for centuries, but failure to appreciate the 
dangers of poor personal hygiene and the close 
proximity of sick animals has led and will con- 
tinue to lead to disease in man himself. A recent 
author’ commenting on cat-scratch fever says, 
“Cat lovers will be interested to know that this 
harmless pet has been blamed for the trans- 
mission to man of no fewer than sixteen different 
diseases.” This is probably a great understate- 
ment, because Wright? lists over 30 parasitic dis- 
eases found both in cats and man: and Greer’ 
describes tularemia, feline virus pneumonia, 
rabies, diphtheria, bovine tuberculosis, brucel- 
losis, amoebiasis, ringworm, typhus and lepto- 
spirosis as being transmitted to man from 
domestic cats, 

Cat-scratch fever has emerged recently as a 
“new disease. The disease is considered to be 
due to a virus infection, and is characterized by 
a primary lesion, which consists of either a small 
red papule or a small septic ulcer at the site of 
the scratch, and a regional adenitis with a 
rash like erythema nodosum. The disease may 
be confused with lymphomata, tumour, infec- 
tious mononucleosis and tularemia, especially if 
the primary lesion is not an obvious one, accord- 
ing to Daniels and MacMurray.‘ Siniscal® has 
described three cases of proved oculoglandular 
Cox, P. J. N.: Practitioner, 173: 203, 1954. 
WRIGHT, H.: Ann. New York Acad. Sc., 48: 553, 1947. 
GREER, W. E. R.: New England J. Med., 244: 545, 1951. 

I . B. AND MACMURRAY, F. G.: Ann, Int. Med., 

37: 697, 1952. 
SINISCAL, A. A.: Am. J. Ophth., 27: 698, 1946. 


Sueparp. C. C. AND TopPING, N. H.: J. Infect. Dis., 78: 


63, 1946. 
. Prior, J. A. et al.: Arch. Int. Med., 92: 314, 1953. 
. SIGEL, M. et al.: Am. J. Pub. Health, 43: 1418, 1953. 
. CoHEN. L. et al.: New York State J. Med., 46: 1132, 
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tularemia where a sick domestic pet (kittens and 
puppy ) was the closest contact. 

It is well known that intestinal parasites may 
be easily transmitted from dog to man but there 
are other less well-known diseases in which 
transmission has been proved. Carter and Weir® 
have described a much handled pet as the prob- 
able source of infection with Salmonella para- 
typhi in a family of four. The recent literature 
is replete with descriptions of familial outbreaks 
of canicola fever attributed to infection from the 
urine of dogs infected with canicola disease. 
Shepard and Topping® in a study of complement 
fixation tests noted that high titre reactions were 
obtained from sera of dogs in known Rocky 
Mountain spotted fever areas. Another recently 
described disease in adults, toxoplasmosis, has 
been attributed in some instances to infection by 
a sick dog; Prior et al.’ described such a case of 
toxoplasmic encephalitis. - 

Feathered friends must also not be forgotten 
as possible enemies. Sigel et al.* have commented 


.on the mounting incidence of psittacosis at- 


tributed to infection from parrots, lovebirds, and 
parakeets, and Cohen et al.® have described two 
cases of atypical pneumonia of ornithotic origin 
in a family in contact with pigeons. W.F.T.T. 





A CANADIAN IN AFGHANISTAN 


Tucked away in the mountains between the 
Soviet Union and Pakistan lies the almost un- 
known country of Afghanistan, which until the 
last few years refused admission to all foreigners. 


. Now that its frontiers have been opened to the 


outside world and Technical Assistance teams 
from the United Nations Agencies have started 
work, at least one Canadian has found his way 
to Kabul, the capital. 

Many of our readers will remember Dr. 
Stephen Falkland, who was Assistant Health 
Officer to the City of Ottawa. He is now acting 
as Public Health Adviser to the Government of 
Afghanistan, on behalf of the World Health 
Organization, and in a letter recently sent to 
C.M.A. headquarters gives a graphic picture of 
the interesting but difficult life he is leading in 
Kabul. The list of deficiencies from the medical 
standpoint is formidable. To serve the whole 
of a country the size of France there are only 
180 doctors and there is a great dearth of medical 
facilities. Dr. Falkland stresses the great maternal 
and child mortality, and is particularly hampered 
by the absence of facilities for blood transfusion. 
Blood donors are to be found and doctors skilled 
in the technique of transfusion are also available, 
but there is a lack of equipment, storage facilities 
and refrigeration. Dr. Falkland considers that, 
medically speaking, the situation today in 
Afghanistan is almost comparable to that in Can- 
ada a century ago. He ends by extending a hearty 
welcome to any fellow Canadian who finds him- 
self in Afghanistan. 
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A LETTER FROM LORD LISTER 
TO DR. A. E. MALLOCH 
OF HAMILTON, ONTARIO 


[The publication in our last issue of the 10th 
Lister Lecture makes it highly appropriate to 
reprint the following letter from Lord Lister in 
1868 to Dr. A. E. Malloch, who was then act- 
ing as his house surgeon in the Glasgow Royal 
Infirmary.—Ep1ror. | 


Onslow House, 
Madeira Road, 
Ventnor, Isle of Wight 
10th Sept 68 


“My dear Malloch, 


“I was very glad to get your letter yesterday, 
and much obliged to you for the reports. So 
McVain had to be dismissed at last! I gather, 
however, that the antiseptic treatment had in so 
far succeeded that the wounds were superficial 
granulating sores when he went away. Do you 
remember whether the smaller wound also was 
in this state, or only the larger? Your report of 
the action of the lac plaster with the thin film 
of gutta percha is very satisfactory so far as it 
goes, but I am very anxious to know how it 
behaves as regards sticking to the skin. So you 
will, before you get this, receive a telegram 
making enquiry on that point and also as to its 
resisting movement and wear. 

“Since I have been here I have tried whether 
the same object (promoting adhesion of the lac) 
might not be got more satisfactorily by applying 
some kind of powder to the surface of the lac; 
so as to give it a bloom (as it were) that could 
keep it from sticking. But I find that most 
powders refuse to stick to it at all. Oxide of lead, 
however, proves an exception, and not only 
sticks, but becomes incorporated with the lac, 
‘when applied to the surface at a temp'® of 212° 
F. The lac plaster, when treated in this way is 
deprived to a very great extent of adhesiveness; 
so much so that I think the trifling adhesiveness 
that remains. is unobjectionable, if not advantage- 
ous. But I have only tested it on a small scale 
by tying. it on my finger, and I am anxious that 
you should try it, and report how it works in 
actual practice. And I am desirous that as little 
time should be lost as possible, seeing that the 
determining of the best way of preparing the lac 
plaster keeps me from finishing my address for 
publication, and time is beginning to run away 
terribly quickly! 

“Will you then be so kind as to make the trial 
as soon as possible, and let me know the result 
at once: posting your report by the early post, 


A LETTER FROM Lorp LISTER 
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i.e. putting your letter into the receiving box 
before 4.30 (or 5.15, if at the general post office ). 
I enclose a specimen to shew what you are 
to produce. The mode of doing it would be as 
follows. First with the dry finger rub off the 
film of gutta percha from a portion of your lac 
plaster of any suitable size, say a foot square: 
and place the plaster (lac upwards) upon a metal 
plate (say a piece of tin) and sprinkle on the 
surface of the lac some “red lead” (this, if not 
in the laboratory, can be got from any chemist 
or painter; it is a bright red powder, used as a 
pigment ), The powder should be diffused pret 
uniformly, which can be done readily enoug 
with a camel's hair brush, And provided the 
whole surface is covered, it is of no consequence 
whether the layer is a little lumpy or not. A thin ° 
layer is enough, but a little additional thickness 
does no harm. Then place the tin on the top of 
some vessel containing boiling water, I dare say 
the wash-house boiler would do well; the tin 
being placed upon the cover of the boiler, if the 
cover is metallic: otherwise a plate of iron should 
be put on instead of the cover (supposing the 
cover of wood). Or a frying pan, or large sauce 
pan would do; the tin plate being put directly 
on the open vessel. This, however, you will do 
as common sense may dictate. 

“The plaster is to be left at the temperature 
of 212° (or near it ) for a few minutes, say five. 
The tin plate is then removed and placed where 
it may cool rapidly. When it is cool, the super- 
fluous red lead is brushed off, and the process is 
complete. You will find the remaining lead is 
incorporated so that it cannot be washed off by 
water. When, however, you wish to use it for 
compound fracture etc., you can wash away the 
lead by a small cloth dipped in spirit of wine, or, 
still better, chloroform, and you will find the 
plaster restored to its original adhesiveness, or 
even more. (If you use chloroform the adhesive- 
ness is greater). If the lac has gone through the 
calico from the heat, it would stick to a cloth 
placed over it; but this difficulty can be got over 
by a bit of tissue paper, or a bit of thin calieo 
outside it. If you wish to use two layers, as when 
there is much movement, for example in the 
abscess in the groin in Ward 17, put on the layer 
next the skin with the lead on, and the one 
outside with the lead removed by chloroform. 
The two layers will then adhere firmly and, I 
hope, be amply strong enough. Then when you 
have prepared the plaster, put it upon some 4 
cases or so, so as to test it fairly, and report 
next day. So much time is lost by the post to 
this island that I hope you will not lose a day 
in getting the thing tried. 

“When you write, will you mention the girl’s 
arm with necrosis, and also how Harley has gone 
on. Dont let Harley go home till the boot has 


done all it can for him. 
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“I shall be much interested to hear how your 
necrosis of femur has got on. Regretting to have 
to give you so much trouble, I remain 


Yours very truly, 


(signed) .... JOSEPH LISTER” 
Dr. Malloch. 


[We also add the note which Lord Lister gave 
Dr. Malloch at the end of his appointment. It 
is not only a good example of Lister’s simple 
and dignified prose, but recalls the name of the 
man who first introduced Lister's antiseptic 
methods into Canada, and throughout his life 
completely justified the affectionate esteem in 
which he was held by his great chief.—Evrror. } 


17 Woodside Place, 
Glasgow 
27th Nov 1868 


“I feel peculiar pleasure in expressing the very 
high opinion I entertain of Mr Archibald E. 
Malloch. He is endowed with very superior in- 
tellectual powers which he has devoted with the 
utmost zeal to the acquisition of professional 
knowledge; so that he was one of the most dis- 
tinguished of all the students of his period in the 
University of Glasgow. After taking his degree 
he acted for a year as a resident assistant in the 
Glasgow Royal Infirmary, one of the best fields 
for practical study in the world, serving for six 
months under a Physician and then for a similar 
period under myself. Of the manner in which he 
discharged the duties of House Surgeon I can- 
not speak too strongly; the efficiency of his work, 
from his manual dexterity no less than from his 
intelligent acquaintance with the subject, being 
greatly enhanced by his genuine modesty and by 
his kindness of heart which made him take an 
affectionate interest in every case under his care. 
With such qualifications Mr Malloch cannot fail 
to succeed, whether in private practice or in the 
position of a medical officer to a public hospital. 


acun Joseph Lister, F.A.S. 


Professor of Surgery in the 
University of Glasgow.” 


Norte: These letters, along with other Lister- 
iana, were bequeathed to the Osler Library by 
Dr. Malloch’s son, the late Dr. Archibald Mal- 
loch, Librarian of the New York Academy of 
Medicine. They have been made available by 
the kindness of Dr. W. W. Francis, Librarian of 
the Osler Library. 
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GENERAL PRACTITIONER 
TRAINING 


To the Executive Secretary, 
College of General Practice 


Sir: 


WITH THE INAUGURATION of the College of Gen- 
eral Practice there has developed an acute 
awareness of the age-old problem of education 
of the general practitioner. It would appear to 
the writer that although magnificent efforts are 
being made in both these fields, namely, post- 
graduate education for the general practitioner 
and more adequate training for the doctor enter- 
ing general practice, both of these aims are 
doomed to only partial success regardless of the 
efforts in advancing the present plans. Why 
should these aims fail? First, in regard to the 
doctor in practice, he :s frequently unable to get 
away for postgraduate education at regular 
intervals and unable to attend District and 
O.M.A. regular meetings by virtue of a busy 
practice. Secondly, it would appear that although 
the extra year of internship for general practi- 
tioners presently arranged in the larger hospitals 
is an excellent programme, the benefits of such 
training are largely lost to the Section on Gen- 
eral Practice directly from the beginning. The 
facilities for providing that extra year are neces- 
sarily limited and as a sequel, the number of 
doctors who can be accepted for the extra year 
are also limited. It has been the observation of 
the writer that a certain percentage of these in- 
terns, after a second year, become interested in 
a specialty and carry on in that line to certifica- 
tion or fellowship and that year of training is 
lost to the Section on General Practice. 

In a recent publication, the College of General 
Practice listed 8 primary aims of the College. 
Three of these aims (namely to arrange for 
undergraduate teaching by and for the General 
Practitioners; to arrange for the presentation of 
postgraduate education for General Practitioners; 
to do all things necessary to maintain a high 
standard of general practice) could be achieved 
or enhanced by the following programme. 

Very simply, it is that all recent graduates, on 
completing their year of junior rotating intern- 
ship, should be encouraged to spend a year as 
an assistant to a general practitioner and then 
return for a senior internship year if possible and 
if still desired. At university and in the hospitals 
we are taught the art of medicine but it is only 
by the above close association that we can learn 
the art of the practice of medicine and be helped 
over the pitfalls which many of us have en- 
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countered on first entering independent practice. 
The advantages of the above are more far-reach- 
ing than one realizes at first. 

Most men who enter the medical profession 
have a certain desire to teach although that 
desire may be subconscious. Many doctors would 
like to receive university appointments to exer- 
cise this desire but almost every doctor carries 
out a “teaching” programme in his daily practice. 
To have a new assistant at regular intervals 
would be an answer to this desire in many 
instances. With adequate assistance the senior 
doctor would have a more reasonable family life 
and thereby feel freer to attend scheduled meet- 
ings and plan for attendance at postgraduate 
courses. By the end of a year he could take a 
reasonable holiday, knowing his practice would 
be well cared for by a man whom he has ob- 
served and trained during the previous 10 or 11 
months and knowing that his practice would be 
intact when he returned. A more active interest 
and participation in community affairs could be 
entertained to the enrichment of both community 
and doctor. Finally he would, each year, be 
brought into contact with the latest progress for 
further study and more careful work. 

To the newly initiated doctor the association 
would be of equal or greater benefit and. satis- 
faction. He would learn the ethical approach to 
the practice of medicine and he would be taught 
the business aspect, both of which are so sadly 
neglected in our university and hospital training. 
What young doctor first starting practice has any 
idea of what is required in the line of equipment, 
a good system of filing patient’s records, or how 
to set up an adequate system of bookkeeping so 
rigidly required by our present-day income tax 
regulations? On a reasonable salary he could then 
consider marriage and raising a family with some 
degree of security, so long delayed by virtue of 
his long period of training. Following a year as 
an assistant he could then, and only then, realize 
his limitations and consider a further year of 
internship designed for general practice. The 
benefits achieved by an additional year of intern- 
ing following his experience in general practice 
would be tremendously increased. He would 
now know where his limitations lay. He would 
know and sympathize with the difficulties en- 
countered by the general practitioner when the 
patient arrives in the emergency department 
with an obscure diagnosis. He would be more 
prone to keep the family doctor informed as to 
the condition and progress of the patient and 
try to bring the family doctor into the picture. 

Such a plan is feasible when one looks back on 
the development of our present-day system of a 
year of junior rotating internship following 
graduation. Forty or fifty years ago only a small 
percentage of a graduating class spent any time 
in a hospital, the vast majority immediately 
entering practice. As recently as 10 years ago 
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it was the topic of conversation in the final year 
as to whether or not one would intern. By build- 
ing up a list of approved hospitals and constant 
efforts on the part of those vitally concerned 
with such training, it has become an accepted 
fact that following graduation the young doctor 
will spend one year as an intern. Such training 
is so important that some provinces withhold the 
license to practise until after the year of intern- 
ship has been completed. 


It may take a similar period of time, but could 
not a similar “approved” list of general practi- 
tioners willing to take on an assistant for a year 
be organized? With the inception of the College 
of General Practice such a plan is well within 
reason. 


To initiate such a programme all general prac- 
titioners should be contacted to obtain an ex- 
pression of their willingness to take on a new 


assistant annually. The assistant would receive a 
reasonable salary, the actual amount preferably 
being set by the College. Prior to completion of 
his internship the young doctor would apply to 
the College for the above appointment as an 
assistant. Upon completion of his year as an 
assistant, it would be imperative that the younger 
man submit a confidential report to the College 
concerning the senior doctor in regard to his 
ethics, tolerance, ability and willingness to teach, 
and co-operation in such a programme, If a doc- 
tor received a poor report three or four years in 
a row his name could be excluded from future 
appointments and very quickly an “approved” 
list of general practitioners would be available. 

Similarly at the end of the year, the senior 
doctor should submit a confidential repcrt to the 
College on the junior man concerning his ethics. 
ability, and his enthusiasm and need for further 
training. The College of General Practice should 
have the control of hospital appointments for the 
additional year of internship designed to train 
general practitioners. The above confidential re- 
ports would therefore give the College an op- 
portunity of directing such appointments to 
those men best qualified for further training and 
to those who will not be lost to the Section on 
General Practice. It is obvious that the present 
limited facilities for such appointments would be 
used to the greatest possible advantage. 

It is the desire of the writer to encourage and 
support the programme outlined by your College 
and if the above suggestion could be considered 
in further detail it is felt certain that the results 
would be worth the effort. 


R. J. DELANEY, M.D.,; F.R.C.S,[C] 
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Association Notes 


CONJOINT ANNUAL 
MEETING, 1955 





DuRING THE ‘WEEK commencing Monday, June 
20, 1955, there will be held in Toronto a medical 
meeting which is sufficiently uncommon to justify 
the adjective, unique. The 123rd Annual Meeting 
of the British Medical Association, the 88th An- 
nual Meeting of the Canadian Medical Associa- 
tion and the 75th Annual Meeting of the Ontario 
Division will be held conjointly. 

Already the scientific programme is taking 
shape and a galaxy of talent from both sides of 
the Atlantic will present for your information a 
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concentrated refresher course which would other- 
wise be unobtainable. 


You and your wife will enjoy the social func- 
tions which are being arranged, particularly the 
ceremonial occasions which are features of the 
British Medical Association meeting. 

Preliminary to the Conjoint Meeting, an as- 
sembly of the British Commonwealth Medical 
Conference will be held June 14 to 16 and the 
meeting of the General Council of the C.M.A. 
will take place on June 17 and 18. 

Since a very large attendance is anticipated it 
is important that your plans be made early to 
ensure housing accommodation. It is requested 
that all members of the Canadian Medical As- 
sociation, except the members of the General 
Council and participants in the scientific pro- 
gramme, utilize the Housing Application Form 
printed herewith. : 


HOUSING APPLICATION FORM 


CONJOINT MEETING — B.M.A - C.M.A - O.M.A. 


Toronto, June 17 - 24, 1955 


(Scientific Sessions, June 20 - 24) 


Reservations now being accepted 


MAIL THIS APPLICATION 


For 
GLENN SAWYER, M.D., 
CHAIRMAN, COMMITTEE ON HOUSING, 
244 ST. GEORGE STREET, 
TORONTO 5, ONTARIO. 


Please reserve the following: 
Single 
HOTEL Double 
Twin-bedded 
Suite 


OOOO 


Room will be occupied by :— 


Name Street Address 





‘ 
| Date: of arrival... 2... 22. Eel age Ocoee eee eet ee ee 


Single CT] 
MOTEL Double TC] 
Twin CT] 
A.M. 
P.M. DSRS GNG 2 ir, aca da ceclnewansincens | 


City Province | 
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MEDICAL SOCIETIES 


THE FIFTH INTERNATIONAL 
CONGRESS ON MENTAL 
HEALTH 


W. LINE, M.D., Toronto 


At the University of Toronto during the August just 
past, a quite unusual Congress was held. Indeed, as the 
post-Congress period extends itself sufficiently to permit 
of a thoughtful evaluation of the experience, it is gratify- 
ing and challenging to learn of some of the impressions— 
which appear likely to be lasting impressions—expressed 
in the accumulating correspondence of those who par- 
ticipated. 

From leaders in United Nations and its specialized 
agencies, from eminent scientists the world over who are 
engaged in the study of man, from leading citizens of 
the various Continents, we have received, and are still 
receiving, written comments unsolicited by the organizing 
committee of the Congress. 

Among those comments, all of which point towards a 
positive consensus, of first importance is probably that 
the participants in programme and discussion reflected 
a deep and sincere humility in facing the mental health 
problems of today’s world. In a culture such as _ ours, 
where we sometimes feel that the eagerness of psychiatry 
and clinical psychology and the social sciences generally 
often leads to over-exaggeration and over-generalization 
of man’s dilemmas, and especially to over-statement of 
palliatives, solutions, and positive prescriptions, it is ex- 
tremely significant that the over-all voice of the Congress 
reflects modesty, humility and, at the same time, deter- 
mination. 

In the second place, and relatedly, there appears to 
have been sensed an international, a cross-cultural and 
cross-disciplinary appreciation of the reality of the 
Congress theme, “Mental Health in Public Affairs.” Too 
often in the past, and indeed, in the present, the mental 
health movement has presented itself, to scientists and 
citizens alike, as an aspirational evangel, “full of sound 
and fury,” signifying, if not nothing, perhaps some- 
thing less than nothing; anxiety-provoking without ade- 
quate safeguards for social therapy; fund-raising based 
on human fears, without adequate action programmes; 
adolescent publicity with little regard for the inherent 
modesty of science. To have symbolized the fundamental 
hope that honest partnership among the nations, among 
the humanistic disciplines, among the serious moral in- 
tents of people, can be addressed effectively to the 
stimulating problems of human society, is, if real, a re- 
markable achievement. 

The third impression, expressed universally in the com- 
ments received, is a re-awakened faith not only in the 
value of science — and here, particularly in the science 
of human behaviour—but also in the dignity of the 
partnership between the scientist and the layman, the 
citizen. There appears to have been demonstrated the 
reality of a common cause—man himself and his destiny; 
not merely his “welfare” in the protective sense, but 
man as he can and needs to become. In other words, 
while mental health conferences sometimes have given 
the impression of being superficially concerned with 
fringe or spectacular items in human living, the com- 
ments suggest a renewed faith in the solidarity—spiritu- 
ally, philosophically, scientifically, practically,—of the 
design for living that the mental health movement would 
like to, and is seriously endeavouring to, explore, by all 
the means at man’s disposal. 

Fourthly, and, in this statement, lastly, the Congress 
appears to have succeeded in avoiding the impression 
that one or other of the extremely aggressive “single 
solutions” or “ideological professions of faith” was trying 
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to capture the field, or to dominate all others. The Tower 
of Babel that could have resulted from the warring 
claims of Materialism versus Idealism, Psychoanalysis 
and Behaviourism, Love and Discipline in Child De- 
velopment, and the like, did not materialize. Scientists 
and citizens addressed themselves to public affairs, man’s 
problems in a one-world context, without endeavouring 
to provide a single scientific or ideological battering-ram 
to confound all others. 

How did this happen? , 

As a member of the organizing committee of the 
Congress, and as one who was particularly interested in 
programme, I frankly don’t know. I can say only that 
these impressions from the participants thrill and chal- 
lenge me. Looking back, I can feel thoughtfully excited. 
Beyond that, all I can do is say what happened in the 
minds of those who organized the Congress, as I saw 
them in action. 

The plan of action was as follows. The Canadian 
Mental Health Association and the Canadian Psychologi- 
cal Association jointly invited the World Federation for 
Mental Health to hold the Fifth International Congress 
in Toronto. The President of the University of Toronto, 
Dr. Sidney E. Smith, very generously made the facilities 
of the University available to the enterprise, and graci- 
ously consented to preside over its ilandions: Spon- 
soring professional bodies in Canada included the Cana- 
dian Medical Association and others actively interested 
in this field. 

International Congresses in this field have had a varied 
history. The first, held in Washington in 1930, brought 
together scientists (particularly psychiatrists and applied 
social scientists) in the days when the mental hygiene 
movement was breaking new ground in regard to the 
scientific and practical attack on the problems of caring 
for and treatment of the mentally ill. There followed 
an International Mental Hygiene Committee, with, 
among other things, a plan to hold international meet- 
ings every five years or so; hence the Second Congress 
was held in Paris in 1935. The Third Congress was pro- 
jected for Latin America in 1940; but World War II 
intervened. After the war, it seemed that a_ broader 
conception of the mental hygiene movement was de- 
manded, and that the positive contribution of the social 
sciences, made manifest in war-time, should be in- 
cluded. The London Congress of 1948 gave rise to the 
World Federation for Mental Health which invited to 
federation all scientific and public participant societies 
actively engaged in the study of man and his welfare. 
The Fourth International Congress took place in Mexico 
City in 1951. 

In planning the Toronto Congress the Organizing 
Committee and its scientific advisers endeavoured to set 


_up a programme that would represent an opportunity to 


take stock of the mental health movement at the present 
time; and to delineate certain priorities for future re- 
search and action. At the Mexico meeting in 1951, the 
Executive Board of the World Federation for Mental 
Health had suggested that the over-all theme of Mental 
Health and Public Health Partnership might be appropri- 
ate to these objectives. Because, however, that theme 
might appear too circumscribed in our North American 
culture, and might appear to the layman to exclude a 
good deal of citizen-partnership, the Committee decided 
in favour of “Mental Health in Public Affairs.” This 
theme, we felt, could be so approached that scientists 
of all the appropriate disciplines from all countries 
could participate not only among themselves but also 
with citizens generally who have an active interest in 
and concern for present-day problems of social living. 

Accordingly the Congress was organized around five 
technical sections meeting simultaneously each morning 
of the week. The Technical Sections were as follows: 
(a) Public Health and Mental Health Partnership. (b) 
The Mental Health of Children and Youth. (c) Mental 
Health in Governmental Activities. (d) Community Part- 
nership in Mental Health. (e) Professional Advances in 
Mental Health. 
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In each case some of the main problem areas were 
addressed on a multi-disciplinary basis with significant 
contributions from citizens responsibly engaged in the 
community. 

An example will make this clear. In Technical Section 
E (Professional Advances in the Mental Health Field), 
the opening session dealt with biological adaptation, 
featuring recent experimentation and research on_physi- 
ological and biochemical phenomena associated with 
stress. The second day moved towards a consideration of 
psychosomatic illness. There followed a coming to grips 
with the relationships between modern theories of learn- 
ing and the psychotherapeutic process. All this culmi- 
nated in a significant panel discussion on the effective 
factors in psychotherapy, the panel consisting of eminent 
representatives of the various current psychiatric schools, 
whose views were challenged and elaborated by dis- 
cussion from the floor. 

It will be obvious from such an example that many 
scientific disciplines would be involved and that the 
practical concerns of all citizens formed a necessary 
contribution. 

In association with each technical section small vol- 
untary discussion groups were organized, so that people 
from different countries could share more intimately 
their experiences in particular and more circumscribed 
matters. 

Perhaps one of the basic features of the Congress was 
the setting up of four research symposia which met for 
two weeks prior to the Congress and integrated their 
findings into the Congress programme itself. The 
symposia brought together some 25 or 30 outstanding 
research workers from all over the world, who brought 
with them their materials relevant to the following four 
areas: (a) Mental Health in Industry. (b) Mental Health 
and Child Development. (c) Public Health and Mental 
Health, (d) Alcoholism and Drug Addiction. 

One of the purposes of the symposia was to make 
some assessment of the research activities going forward 
in the six continents, to examine how the research prob- 
lems arose out of particular cultural needs and to sense 
the possibility that science in the mental health field, 
though culturally based, none the less reflects the hope 
of universality and complete objectivity. The outcome 
was extremely heartening, in that despite the many dif- 
ferences in problem formulation and research design 
depending upon the needs of the society in which the 
research was concerned, over and over again the cultural 
equivalents in aspiration and need shone through. De- 
spite all differences in custom and apparent differences 
in value assessment the symposia definitely moved to- 
wards an understanding of those demands in human 
living which reflect a one-ness the world over. The im- 
portance of the integrity of the family would be a prize 
example. 

By bringing together over a hundred eminent scien- 
tists, who had an opportunity to interchange wisdom and 
experience, there was guaranteed for the Congress a 
somewhat unusual galaxy of talent, representing the 
many disciplines. In the end the Congress could draw 
on the experience of over 2,000 delegates, practically all 
of whom participated either in the formal programme or 
voluntary discussion groups. The delegates represented 
55 countries and all continents. 

A final but very important item in the programme 
was the daily plenary session, at which the entire 
Congress was addressed by one or more leaders. At the 
opening session, the Honourable Paul Martin, Minister 
of National Health and Welfare, presented a vista of 
the ways in which the problems of mental health are 
regarded and are being approached in our Canadian 
community. On the next evening Sir Geoffrey Vickers, 
V.C., gave a trenchant, scholarly, philosophic analysis 
leading to a conviction that if we are seriously con- 
cerned with the whole man, there can be and must be 
a partnership between the scientist and all of us who 
are’ concerned with the spiritual values. On the suc- 
ceeding days plenary addresses were given by Dr. H. C. 
Rumke, whose presidential address was entitled “Some 
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of the Solved and Unsolved Problems in the Mental 
Health Field”; Dr. William Malamud, who summarized 
some of the significant research findings; Dr. G. R. Har- 
greaves of the World Health Organization, on the urgent 
needs for partnership between mental and public health; 
His Excellency William E. Borberg, “Man and His 
Sciences”; Dr. A. H. El Koussy of Egypt on “Mental 
Health in Education in a Changing World”; Mrs. Anna 
Eleanor Roosevelt, “The Individual Citizen’s Respon- 
sibility in Mental Health”; Professor N. L. Ozeretsky on 
“The Development of Child Psychiatry in the U.S.S.R.”; 
and Dr. G. Brock Chisholm, “Some Mental Health 
Frontiers that Need Attention.” 

It is too early to say as yet what the action corollaries 
of the Congress will be. A deeper appreciation of the 
needs and possibilities for research in this field, of multi- 
disciplinary and cross-cultural design; an increased 
realization of the importance of the basic partnership 
between scientist and citizen, especially the citizen ex- 
ercising responsible judgment in the affairs of man, a 
realization that current problems in social living of 
necessity draw the world closer than ever before; these 
and others may be directions along which we may per- 
haps evaluate outcome during the perspective of the next 
five years. 





CANADIAN MEDICAL 
ASSOCIATION, MANITOBA 
DIVISION 


The Manitoba Medical Association held its annual 
meeting in the Royal Alexandra Hotel, Winnipeg, Octo- 
ber 11, 12, 13 and 14. Manitoba doctors welcomed Dr. 
G. F. Strong, President of the parent body, two American 
visitors, Dr. Richard Day, Professor of Pediatrics, State 
University of New York, and Dr. J. H. Moore, Grand 
Forks N.D., Dr. E. M. Manson, Professor of Surgery, 
University of Saskatoon, Drs. D. S. Munroe and Roger 
Wilson who accompanied Dr. Strong from Vancouver, 
and Dr. A. F. W. Peart, Toronto, Assistant Secretary 
of the Canadian Medical Association, who soon estab- 
lished his place in Manitoba medicine. Local speakers 
were Dr. W. P. Hirsch, Brandon, and Drs. W. G. Brock, 
C. B. Stewart, C. H. A. Walton and Professor J. C. Wilt 
of Winnipeg. 

An innovation was a panel discussion for members 
and their wives on “How Should a Doctor Plan his Re- 
tirement and Estate?” Dr. R. W. Richardson was chair- 
man and the panel was made up of representatives from 
the Great-West Life Assurance Co., the Royal Trust Co., 
James Richardson and Sons, and the legal adviser of 
M.M.A., D. A. Thompson, Q.C. 

Prior to the last meeting of the retiring executive com- 
mittee on October 11, Dr. Walter Tisdale, President 
M.M.A., was host at a dinner to the executive and a few 
friends, lay and medical. On October i2 the General 
Practitioners’ Association of Manitoba held its annual 
meeting and dinner, at which Dr. Jack McKenty spoke of 
the College of General Practice and Dr. Glen Hamilton 
was elected president of the G.P. Association. A dinner 
and dance for the guests, Manitoba doctors and their 
wives on October 14 made a fitting wind-up of an en- 
joyable meeting. 

The business meeting occupied the whole of the even- 
ing of October 13. The agenda was heavy but the chair- 
man handled it well. The Association was shown to be 
in a healthy state. The new president is Dr. R. F. 
Whetter, Steinbach, first vice-president Dr. Ruvin Lyons, 
Winnipeg. Dr. A. M. Goodwin was responsible for the 
Hobby Exhibit which attracted many visitors. 

Our congratulations go out to Dr. Walter Tisdale and 
the executive committee who worked hard for the suc- 
cess of the meeting. Ross MitrcHELL 
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WINNIPEG MEDICAL SOCIETY 


The regular meeting of the Winnipeg Medical Society 
was held in the Medical College, October 15, with Dr. 
F. Hartley Smith in the chair. Dr. Richard Day, Pro- 
fessor of Paediatrics, State University of New York, spoke 
on “Resuscitation” and Dr. E. M. Nanson, Professor of 
Surgery, University of Saskatchewan, on “Neonatal 
Emergencies.” Twenty new members were added to the 
roll. 





CANADIAN CONFERENCE 
ON SOCIAL WORK, 
TORONTO, JUNE 24-26, 1954 


There was particular interest in the Canadian Con- 
ference on Social Work held in Toronto:this year, since 
it was followed by the International Conference on Social 
Work which brought an international group to Canada. 
There were two outstanding addresses by Dr. George 
Davidson, Deputy Minister of Health and Welfare, 
Ottawa; and W. G. R. Davis, Executive Director, Cana- 
dian Welfare Council. There was a common thread in 
both addresses, concerning our national social problems 
and developments, as well as some outstanding needs. 
Mr. Davis particularly emphasized the growing unemploy- 
oe situation and the need for assistance on a national 
scale. 

The two following points were discussed: (1) How 
a hospital Social Service Department can improve its 
relationship with community social agencies. (2) Plan- 
ning for rehabilitation. 

In his introduction, the Chairman stressed the atten- 
tion to rehabilitation since World War II, and the ex- 
periences of his own department with rehabilitation of 
the disabled. 

Points for discussion.—Planning aspects of rehabilitation, 
present state of machinery for rehabilitation in Canada, 
the existing facilities and how these might be utilized. 

The three resource persons introduced were: (1) Mr. 
H. C. Hudson, Department of Labour, Ottawa. (2) Mr. 
J. W. Willard, Ph.D., Department of National Health 
and Welfare, Ottawa. (3) Miss Elizabeth Govan, Ph.D., 
Canadian Welfare Council, Ottawa. 

Mr. Hudson outlined steps which led to government 
action in the 1952-53 Session, making assistance avail- 
able to the provinces for the rehabilitation purposes. This 
work was described as follows: 

1. Co-ordination of rehabilitation services through the 
provincial co-ordinator and his staff, seeking the co- 
ordination of all agencies, public and private, working 
with the disabled. 

2. Vocational training through the proposed new 
schedule “R” to provide training of any type which 
should result in rehabilitation of the applicant. Most of 
the provinces have signed agreements regarding co- 
ordination of services and implementing schedule “R.” 
A number of projects have also been received and con- 
sidered under Medical Rehabilitation Grants. 

Dr. Willard spoke specifically about health grants in 
relation to the rehabilitation field and the new disability 
legislation. From the National Health Programme of 
1948, rehabilitation assistance was given in: The Crippled 
Children Grant. The Medical Health Grant. The Tuber- 
culosis Control Grant. The Public Health Research Grant. 
The General Public Health Grant. 

In 1953-54 a specific grant for medical rehabilitation 
has been available to provide improved service for dis- 
ability. For the year 54-55, one million dollars will be 
available under medical rehabilitation. It was noted that 
some provinces seemed reluctant to participate until they 
secured more information about implications of new 
legislation. 
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The new disability allowance legislation was dis- 
cussed, especially in its relation to a rehabilitation pro- 
gramme. The need to assess extent of disability is new and 
a method of doing this will be required. What consti- 
tutes “permanent and total disability” will have to be 
defined. Major problems will be methods of co-ordination 
between Federal and Provincial Governments so that 
persons that should be rehabilitated will not be kept on 
disability allowance. Many critics mentioned that a com- 
prehensive rehabilitation scheme with the Provinces 
should be organized before instituting disability allow- 
ance. 

Organizational programs included making complete 
use of many community facilities, and the co-ordination 
required. An excellent demonstration service is the Mon- 
treal Occupational Therapy and Rehabilitation Centre, 
which stresses a combined Social and Medical Referral 
Service. Adequate financial provision of any worthwhile 
service is absolutely essential, and to gain acceptance 
there must be conviction of the validity of the pro- 
gramme. The need of “personnel, adequately trained and 
in sufficient numbers”, was also stressed. 

Rehabilitation team from Sunnybrook Hospital, To- 
ronto.—This was led by Dr. G. A. Lawson, who demon- 
strated the team work approach of rehabilitation, and 
reported two cases of young married veterans with polio 
treated over a period of months. The part played by 
social and economic factors was clearly evident in these 
cases, indicating the importance of a social history as a 
basis for rehabilitation planning. 

The Chairman closed the Session with a review and 
hoped that his comprehensive programme of rehabilita- 
tion service bringing new hope and new life to Canada’s 
disabled will ultimately be achieved. 


. Reported by ANNA Faust, Montreal. 
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CANADIAN INTERN 
PLACEMENT SERVICE 


[The following is taken from the 1953-54 
report of the Canadian Intern Placement 
Service (Secretary: R. H. Raillton, 244 St. 
George St., Toronto 5).]| 


The Canadian Intern Placement Service (CIPS) is 
an activity sponsored by the Canadian Association of 
Medical Students and Interns (CAMSI). CIPS (1) 
supplies an orderly and systematic method of. intern 
appointments on a national scale; (2) ensures complete 
freedom of choice and therefore (3) provides the widest 
possible choice of internships (a) to Canadian students; 
(b) to approved and commended Canadian hospitals. 
This is done by a mechanical dove-tailing of preferences 
of both hospitals and students, so that CIPS can influence 
neither students nor hospitals in their choices. CIPS does 
not guarantee to any hospital that interns will be sup- 
plied, nor to any student that an internship will * 
available at any specific hospital. 

To function satisfactorily, CIPS must please the hos- 
pitals as well as the students. Each year two questions 
must be asked—Are the students satisfied?—Are the hos- 
pitals satisfied? In assessing the value of CIPS an alterna- 
tive must be taken into consideration. This would prob- 
ably be either a series of private arrangements or a sys- 
tem of placing by the medical schools. 

It is our belief that CIPS is a better system than either 
of the above suggestions, and also that there is probably 
less disappointment with CIPS than there would te with- 
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out it. We feel that the value of CIPS should be assessed 
each year and recommend that each hospital and each 
local CAMSI office express their ideas on this subject to 
the central office at the end of each school year 


ACTIVITIES 


This year six medical schools and 40 hospitals partici- 
pated in the scheme; 383 students used CIPS, 82% 
of whom were placed in the hospital of their first choice. 

Procedure forms were sent to hospitals and _ local 
CAMSI offices early in the fall, and reminder notices 
after the New Year. Student forms were received by 
January 31, 1954, and hospital forms by February 15, 
1954. Processing was completed in the next month and 
results were wired to hospitals and schools on March 13, 
1954. ; 

CIPS is primarily concerned with internships for 
Canadian students in Canadian hospitals. However, an 
American student wishing an appointment to a Canadian 
hospital may be processed by CIPS. 

Because of the number of American medical students 
at Canadian universities, CIPS and the CAMSI officer 
at the University of Toronto were asked to investigate 
the possibility of reciprocal co-ordination with NIMPi 
(CIPS’s counterpart in the U.S.A.). At the present time 
this seems impracticable, but methods of co-operation 
are being studied, and have been discussed with the 
American students at McGill University. 
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students seeking internships~in the U.S.A. This year 
fewer students received their first choice than last year 
because of several factors: (1) Hospitals in Toronto and 
Hamilton had many more applications than could be 
placed. (2) More hospitals than before had full quotas, 
and therefore second choices were more numerous. (3) 
The new class from B.C. filled hospitals on the west 
coast and therefore students from the east stayed close 
to home. (4) Proportionately fewer students went to the 
U.S.A. this year. A few were unplaced because they did 
not apply to enough hospitals, or made private arrange- 
ments and therefore were not listed. 

Some hospitals felt that their quotas were inadequate, 
and this situation is being investigated by the C.M.A. 
Some listed more names on their Tist than their quota; 
this confuses the matching procedure. 

The weakness is that no record of graduates from 
foreign countries is provided and quotas cannot be 
checked. CIPS can only assume that students will go 
where sent and hospitals have only the number of interns 
in their quotas. Any disciplinary measures concerning 
adherence to quota must come from the C.M.A. 


RECOMMENDATIONS 


1. Students and hospitals are reminded that dates set 
for mailing of preference lists are deadlines. 

2. Local CAMSI officers are reminded that the proper 
functioning of CIPS is largely dependent upon them. 











University Tota! 1st choice 2nd choice 3rd choice 4th choice 5th choice Unplaced 
British Columbia. . 49 48 1 — — —- ao 
FONDCIEG. Oo. oe ee i 62 56 5 — 1 —— — 
Weenenth. ok. aes 46 35 + 2 — 5 
"Foronte: i)... 138 99 22 9 5 1 2 
ren Bio cS 44 34 8 2 — — 
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COMPARISON OF PLACEMENTS (1949 - 54) 











Year 1949 - 50 50 - 51 1951 - 52 1952 - 53 1953 - 54 
Wass Che SE UIIENIEN Soo tc eee 336 408 365 337 383 
BU Wg on occ cs FS er rea 227 - 67% 332 - 81% 314 - 86% 323 - 96% 315 - 82% 
DUCE CROMER. Sb ee ee 37 - 11% 20- 5% 25- 7% 11 - 36% 40 - 10% 
Dee BN 2 a is eee 36-11% 27- 5% 5- 14% 1-0.3% 7- 3% 
Hospitals participating............. | 


44 42 42 | 40 


x 





STATISTICS 


(a) Hospital—The 40 hospitals participating offered 
526 internships and 376 students were placed. There- 
fore, 150 positions (30%) were not filled. Only 34 of 
the 89 Canadian hospitals approved and commended 
received interns from CIPS. 

Twelve hospitals received a full complement of in- 
terns, four hospitals received one or two less than de- 
sired, 17 hospitals obtained 75% or better, and 21 ob- 
tained 50% or better. Of the 500 (approx.) students 
graduating from participating schools about 100 went 
to the U.S.A. 

(b) Students.—Of the 383 students using CIPS, 315 
(82%) received lst choice, 41 (10%) received 2nd 
choice, 20 (5%) received 3rd, 4th or 5th choice, and 
seven were unplaced. 


DISCUSSION 


The number of internships exceeds the number of 
graduating students, hence there are bound to be vacan- 
cies in the hospitals. The disproportion ‘is increased by 


The explanation of the system and distribution of pro- 
cedure forms, hospital lists and preference lists depends 
on the local CAMSI officer. He should, therefore, read 
carefully and understand the procedure forms so that he 
can explain them to students and local hospital ad- 
ministrators. 

Local officers should regard the students’ preference 
lists as strictly confidential. 


38. To Hosprrats 


(a) Hospitals should list all applicants. 

(b) Double spacing of names expedites processing, as 
does using one side of page only. 

(c) Those hospitals with assigned interns should list 
number, as these are part of their quota. 


(d) Hospitals having trouble filling their quotas are 
advised to engage in more adequate publicity directed 
toward the students. 

(e) Private arrangements undermine the system and 
injure the reputation of the hospital. 

(f) Only quotas or number desired, if less, should 
appear on the A list. 
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4. To STUDENTS 


(a) Students should apply to at least three hospitals. 
One application is rather risky. 

(b) Students are advised not to disclose order of choice, 
as this would upset the system. Some hospitals ask 
students to place them first on their (the students’) pref- 
erence lists in return for a promise to place the students 
on the hospital’s “A” form. Such agreements are not 
binding, for hospitals and students are free to change 
their minds up to the final dates set in the Revised 
Procedure Form. Students are foolish to do this, as no 
one can know of their choice; hospitals in doing this 
undermine the fairness of the system. 





SPECIAL CORRESPONDENCE 


The London Letter 
(From our own correspondent) 


_ N.H.S. Drucs For PRIVATE PATIENTS 


One of the unjust anomalies of the National Health 
Service is that the patient who obtains his general prac- 
tice services privately is not allowed to obtain prescribed 
drugs or appliances through the Service. In spite of re- 
peated protests, successive Ministers of Health have 
been adamant in opposing the removal of this injustice 
and have sheltered behind the plea that in so doing 
they are acting within their legal rights. 

The whole subject has suddenly flared up in an acute 
form as the result of the reference to the subject in the 
Report of the Central Health Services Council’s Com- 
mittee on General Practice within the National Health 
Service, which was summarized in this Correspondence 
in August. The Committee refused to support the claim 
of private patients to obtain their prescribed medicines 
through the National Health Service, on the grounds that 
“many of the doctors who appear most anxious to obtain 
this facility are unwilling to enter into any contract with, 
or submit to any conditions within, the Service.” Follow- 
ing publication of the report, the Parliamentary Secretary 
to the Ministry of Health stated that the Report was 
unanimous, and confirmed the committee’s reason for 
reaching its decision. The Chairman of the B.M.A. 
Council, who had been a member of the committee, im- 
mediately issued a denial that the report was unanimous. 
Subsequently, the Minister of Health himself gave an 
entirely different reason for rejecting the claim of private 
patients to this right. He had rejected it on the grounds 
of expense—it would add £3,000,000 a year to the 
nation’s drug bill. 


This was all confusing enough, but what has brought 
matters to a head is a public statement by Sir Henry 
Cohen, the chairman of the committee which issued the 
report, a Past-President of the B.M.A. and a leading 
Liverpool consultant: “If you allow patients who pay 
their doctors a fee privately to have drugs under the 
N.H.S. you are erecting within the N.H.S. two standards 
of general practice, with all the disadvantages thereof.” 
This statement produced an immediate reply in the form 
of an editorial in the British Medical Journal, the salient 
sentences of which are: “If the Cohen Committee made 
its decision not because of the additional charge on the 
national bill, not because of contractual difficulties, but 
because of the fear of creating two standards of general 
practice, then they made their decision on a basis that 
needs challenging. . . . Such an argument implies that 
a doctor will discriminate between private patients and 
public patients to the detziment of the latter. If this were 
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indeed true then the natural corollary would be that 
there is something seriously wrong with the conditions 
in the publicly provided services. .. . The other disturb- 
ing implication about Sir Henry Cohen’s view . . . is the 
implication that there should be only one standard 
service, the National Health Service, with the corollary 
that private practice is something not to be encouraged 
or even something to be discouraged.” 


Further developments are now awaited with interest, 
and with a certain amount of misgiving, by those who are 
fighting to maintain the integrity and professional stand- 
ards ot general practice within the National Health 
Service. 


INSPECTING GENERAL PRACTITIONERS OFFICES 


The several reports on general practice which have 
been published ot recent years have emphasized the low 
standard of accommodation provided by a small minority 
of practitioners. An inevitable sequel has been that the 
Minister of Health has been under public pressure to 
carry out an examination of the accommodation provided 
by all general practitioners and to insist upon its coming 
up to a prescribed level of efficiency and comfort. This, 
of course, he has full power to do under the provisions of 
the National Health Service Act. Such an official inspec- © 
tion would be carried out by N.H.S. executive councils, 
which have predominantly a lay membership. The pro- 
fession itself is just as anxious as anyone to ensure that 
an optimum standard of accommodation should be pro- 
vided by general practitioners but, rightly, believes that 
such an inspection would be more satisfactorily carried 
out by doctors themselves. 

The General Medical Services of the B.M.A. has 
therefore arranged with the Ministry of Health that such 
an inspection should be made and that this should be 
done by local medical committees. The procedure recom- 
mended is that all members of the local medical com- 
mittee will take part in the inspection, working in pairs, 
one at least of whom will be a “senior” member of the 
committee. Steps are to be taken to ensure that no 
doctor is called upon to visit the surgery of his immediate 
neighbour. Needless to say, a few of the diehards in the 
profession have protested violently against this invasion 
of their private rights. The majority of general practi- 
tioners, however, have accepted it as a_ preferable 
alternative to the inspection by lay officials of the 
Ministry. , 


MepicaL RESEARCH IN SCOTLAND 


The National Health Service (Scotland) Act, 1947, 
prescribed the setting up of a Scottish Hospital Endow- 
ments Commission to provide schemes for the future 
government and management of endowments which fell 
to Boards of Management with the establishment of the 
National Health Service. These endowments amounted 
to approximately £13,000,000. In 1952, the Commission 
recommended that some part of this sum should be set 
aside for medical research in the form of a central fund 
for the whole of Scotland. This proposal was accepted 
and in time was incorporated in the Hospital Endow- 
ments (Scotland) Act, 1953. Under this Act a Scottish 
Hospital Endowments Research Trust has been estab- 
lished for the administration of the sums allotted for 
this purpose. Initially the Trust will have an annual in- 
come of £20,000, but when the scheme is completed: the 
Trust will have a capital sum of £3,000,000, which is 
expected to provide an annual income of £100,000. In 
the expenditure of this not inconsiderable sum the Trust 
will be advised by the Advisory Committee on Medical 
Research appointed in 1950 by the Secretary of State 
to advise him on the discharge of his functions as regards 
medical research under the National Health Service 
(Scotland) Act, 1947. WiiiuaM A. R. THOMSON 


London, October 1954. 
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OBITUARIES 


PETER McGREGOR CAMPBELL, B.A., M.D., LL.D., 
died quietly on September 19, 1954, while on a brief 
vacation in Vancouver, in his 82nd year. A long-time 
practitioner in Lethbridge, Alta., he was born on 
February 9, 1872 in Admaston, Ont., and educated in 
Renfrew High School and at Queen’s University. Pre- 
deceased by his wife, he is survived by his daughter 
Jean, of Lethbridge. 


During his 58 years as a physician he was honoured by 
appointment as Examiner in Obstetrics and Gynecology 
for the Medical Council of Canada for a number of 
years; by election as President of the Alberta Branch of 
the Canadian Medical Association for a term; by his 
election as honorary life member of this association in 
1951; by popular election as a member of the Legisla- 
tive Assembly of Alberta for two terms representing 
Lethbridge constituency (1937-1944); by the Governors 
of the University of Alberta who. granted him an honorary 
degree of Doctor of Laws in May, 1954; and, most of 
all, he was honoured in the hearts of thousands of people 
whom he served unstintingly as their physician when- 
ever the need arose. 


Thus fixed on the tapestry of time one can deduce 
some features of his story, which is that of a physician 
who followed the best traditions of his calling through 
— pioneer times in Southern Alberta into the modern 
antibiotic age of Medicine, always attentive to assure 
that his patients had the advantages of the best of 
current medical care. From isolated ranch house to 
modern industry, from surgery to psychiatry, from place- 
bo to penicillin, his career embraced the whole broad 
field of Medicine in a manner we shall not likely see 
again. 

This tribute serves but poorly to picture the more 
important aspects of his character and life, which those 
privileged to know him well will never forget. Foremost 
among these was his integrity of character—possibly a 
product of his Scottish lineage. In matters medical, the 
patients’ interests were always paramount and their rights 
were humanely recognized. He exercised qualities of 
judgment which enabled him quickly to distinguish be- 
tween fact and fancy, so that he was enabled to steer 
a straight course, following the main paths of medical 
progress, little deviated by current fads. This ability was 
based on a sound appraisal of his own talents and the 
results of his therapeutic efforts. In spite of his vast 
store of accumulated experience, he never failed to take 
into consideration the special training and experience of 
his confréres, young or old, whenever it might serve his 
patients’ interests. He had a deep appreciation of human 
suffering in all its guises, extending his support effectively, 
whether the need be physical or mental. 

No waster of words, his reputation was based on un- 
flinching service rather than on a winning personality. 
Strong in his personal integrity, yet kind in his judgment 
of others, his influence will long remain peerless in the 
memory of his friends. M. W. TuTTLe 


DR. LESLIE CHARLES COLEMAN, a leading author- 
ity in the field of cytology, was killed in an accident at 
Royal Oak, B.C., on September 14. He was on his way 
to work when his car left the road and careened into a 
culvert. Dr. Coleman, who was born in Ontario 75 years 
ago, graduated from the University of Toronto as a gold 
medallist. After obtaining the degree of Ph.D. in 
Germany, he went to India, where he became director 
of agriculture for the independent state of Mysore and 
remained for 25 years. During that time he did pioneer 
work in all branches of agriculture and organized the 
department of agriculture for Mysore, training native 
assistants and sending them to America for postgraduate 
work. He was made a Companion of the Indian Empire 
in 1931. In 1934 he returned to Canada and became 
head of the Department of Botany at the University of 
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Toronto. Later he joined the staff of the National Cancer 
Institute of Canada, working in the Dominion Patho- 
logical Laboratory at Saanichton, B.C. Dr. Coleman is 
survived by two daughters and two sons, one of whom 
is Dr. John Coleman, of Duncan. 


DR. HENRY S. CROWE, a general practitioner at 
Schreiber, Ont., for 46 years, died at Truro, N.S., on 
September 21, after a brief illness. He was 78 years of 
age and one of the last members of a family which has 
been distinguished in medicine and politics in Nova 
Scotia and elsewhere since the earliest days of Canada. 
Dr. Crowe, who was born at Onslow, near Truro, went 
to Schreiber in 1908 shortly after graduating from Dal- 
housie and McGill universities. A year later he was ap- 
pointed Canadian Pacific Railways doctor in Schreiber, 
with a territory covering 281 miles from Nipigon to 
White River. He also served as medical officer of health 
for Schreiber and was noted for his strict enforcement 
of quarantine measures and for his zealous conduct of 
immunization clinics. During the influenza epidemic of 
1918 his territory had one of the lowest death rates from 
this disease in northwestern Ontario, and the press across 
Canada gave him high praise for this accomplishment. 
He returned to Nova Scotia last year, to live in retire- 
ment at the family headquarters in Onslow. 


DR. EDWARD SHAPTER JEFFREY, who had prac- 
tised medicine in Toronto for 35 years, died on Septem- 
ber 23 at the age of 71. Dr. Jeffrey was a specialist in 
internal medicine and had served on the medical staff 
of the University of Toronto and the Toronto General 
Hospital. After graduating from the Ontario College of 
Pharmacy in 1905, he studied medicine at the Uni- 
versity of Toronto. When World War I broke out, he 
went overseas with the 10th Field Ambulance, and while 
in France with the First Canadian Division he. was 
granted his medical degree on the field. He also received 
the commission of major with the R.C.A.M.C., with 
which he served for the duration of the war. On his 
return to Canada, he took postgraduate study in Toronto 
before establishing a private practice. Dr. Jeffrey was a 
member of the Canadian Medical Association and the 
Toronto Academy of Medicine. He is survived by his 
widow, two sisters, and a brother. He was a brother 
of the late Dr. Murray Jeffrey, of Ottawa and Toronto. 


DR. JOHN KING KELLY, who had been in private 
practice in Vancouver since i946, died in that city 
on September 19 at the age of 46. Dr. Kelly was born 
in Regina. After graduating from the University of 
Toronto, he took postgraduate work in Edinburgh, 
London, Kent, and Vienna. During World War II he 
served overseas with the Canadian Army, being attached 
to the Canadian Regiment from 1940 to 1942 and the 
South Alberta Regiment during 1943. In 1944-45 he was 
surgeon with the Field Ambulance Medical Corps and 
was promoted to the rank of major. At the end of the 
war he returned to Vancouver and became a senior sur- 
geon on the staff of Shaughnessy Military Hospital. Later 
he resigned to set up private practice. He is survived by 
his widow and a daughter. 


DR. LEWIS WELLINGTON KERGIN, a pioneer phy- 
sician of Prince Rupert, B.C., was buried in Vancouver 
on September 13. He was 67 years of age. Two weeks 
earlier, he had become ill a few hours after returning 
to Prince Rupert from a brother’s funeral in Vancouver. 
Dr. Kergin had been associated with the North since 
1905, when as a student he helped to survey the route 
of the Grand Trunk Pacific Railway. He returned as a 
doctor in 1912 and had remained in Prince Rupert ever 
since, except for three years’ service in World War II. He 
is survived by his wife; two daughters; a son, Dr. Alan 
J. Kergin, of New Westminster; and a brother, Dr. W. T. 
Kergin, of Vancouver. 
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DR. GILBERT HARRY LANSDOWN died in Deer 
Lodge Hospital, Winnipeg, on October 22, aged 82. 
Since 1908 he practised in Winnipeg as physician and 
eye specialist. Born in London, England, he graduated 
from King’s College Hospital, London, in 1895. He 
served with the Royal Canadian Army Medical Corps in 
the First World War. He was active in many sports, bad- 
minton, fencing and rifle shooting. He is survived by a 
daughter, two sons, one of whom is Dr. L. P. Lansdown 
of Winnipeg, six grandchildren and one great grandchild. 


DR. ALEXANDER FELSTEAD McKENZIE, who at 
the time of his retiremént in 1952 was considered to 
have the longest record of continuous service (68 years) 
as a physician in Canada, died at Claremont, Ont., on 
September 2. Dr. McKenzie was born at Goderich on 
May 6, 1865, and graduated in medicine from the Uni- 
versity of Toronto in 1884. After practising in Belgrave 
and Toronto, he moved to Monkton in 1895, remaining 
there until 1916, when he went to Oakville, later moving 
to Alliston. In 1925 he returned to Monkton, where he 
continued in practice until 1952. In 1913 he founded 
the Perth Medical Society, of which he was later made 
a life member. He was also a life member of the Cana- 
dian and Ontario Medical Associations and of the Toronto 
Academy of Medicine. He is survived by a son, Dr. K. 
G. McKenzie, professor of surgery at the University of 
Toronto, 


DR. JEAN-AUBIN MIGNAULT, aged 63, died in 
Montreal on September 28 after a long illness. Dr. 
Mignault was the son of the late Hon. Pierre-Basile 
Mignault and Mme. Mignault. He was born in Montreal 
and attended St. Mary’s College before studying at Laval 
University. After two years of postgraduate study in 
Paris, he returned to Montreal ar joined the staff of St. 
Justine’s Hospital, where he remained until June of this 
year, when he retired after 33 years’ service. He is 
survived by his widow and a sister. 


DR. HAYDN I. REES, F.R.C.S.(Eng.), aged 36, died at 
his home on October 22 in Sackville, N.B. Dr. Rees, a 
native of Wales, who qualified at an English Medical 
School, joined the staff of the Sackville Memorial Hos- 
pital in 1953. He is survived by his widow and two 
daughters. 


DR. MOSES HENRY SACKSNER, a prominent ear, 
nose and throat specialist of Montreal, died in that city 
on September 18 at the age of 63. Dr. Sacksner, a native 
of Latvia, came to Canada with his parents in 1904. After 
graduating in medicine from McGill University in 1917, 
he was for some time a resident physician at the Mon- 
treal and Toronto General Hospitals and at the Mount 
Sinai Sanatorium, Ste. Agathe. From 1922 to 1924 he 
did postgraduate work in Vienna with Professor H. 
Neumann. On his return to Montreal he began practice 
as an ear, nose and throat specialist. He is survived by 
his widow, two sons and three daughters. 


DR. WM. ALEXANDER THOMSON, of Regina, died on 
September 29. Born in Brockville, Ont., September 8, 
1869, he studied medicine in Trinity College, Toronto, 
and graduated in 1893. He practised first in Douglas, 
Man., and came to Regina in 1903. Active in civic affairs, 
he was chairman of the health and relief committee 1907- 
08 and was instrumental in having a bylaw passed for 
pasteurization of milk. His special interest was always 
public health. He also instituted the first school nurse 
programme in Western Canada. Chief surgeon for the 
C.F.R. and surgeon to the R.C.M.P., he also acted for 
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many years as city  sconer. He was first president of 
the Saskatchewan medical council which he helped to 
form and president of the Dominion Medical Council in 
1930. He was director and honorary president of the 
Y.M.C.A. for many years and supporter of the First 
Presbyterian Church. He is survived by his widow, two 
sons and twin daughters. 


DR. EUGENE TREMBLAY, of Chicoutimi, Que., died 
in that city on September 15 after a short illness. He was 
75 years of age. Dean of physicians at the Hotel-Dieu 
St-Vallier de Chicoutimi, Dr. Tremblay next year would 
have celebrated his 50th year in medical practice. After 
graduating from Laval University, he did postgraduate 
work in surgery in Lyons and Paris, and on his return 
to Canada joined the staff of the hospital at Chicoutimi. 
His name will always be associated with the Hotef-Dieu 
de Chicoutimi, for he was one of its founders and played 
a most important part in its development. He was also 
one of the founders of the Royal College of Physicians 
and Surgeons of Canada. In spite of his heavy responsi- 
bilities, he served the City of Chicoutimi as magistrate 
for many years, and also was president of the local 
chapter of the Society of St. John the Baptist. 'n 1950, 
in recognition of his great record of professional achieve- 
ment, His Holiness the Pope made Dr. Tremblay a 
Knight Commander of the Order of St. Gregory the 
Great. He is survived by his widow and three sons, one 
of whom, Giles, is a doctor. 


DR. AMBER HASTIE VEITCH, a well-known Toronto 
specialist in eye, ear and nose diseases, died suddenly in 
that city on September 28. He had been at his office 
in the Medical Arts Building the day before. Dr. Veitch 
was born at Lynwood, Ont. After graduating in medi- 
cine from the University of Toronto, he practised at 
Port Elgin until the outbreak of World War I, when 
he went overseas as medical officer with the 160th 
Battalion; subsequently he was awarded the Military 
Cross. After the war, he practised in Toronto. During 
World War II, he was medical officer at Chorley Park 
Military Hospital. He served also on the staffs of St. 
Michael’s Hospital and Wellesley Hospital. He is sur- 
vived by his widow and a daughter. 


Dr. ALFRED Cox 
AN APPRECIATION 


Dr. Alfred Cox, secretary of the British Medical Associa- 
tion from 1911 to 1932, died in London on August 31, 
aged 88. He came into medicine, in his own words, 
“through an obscure back door now closed”, as an 
unqualified assistant. After graduating from Durham he 
practised at Gateshead. There be became acquainted 
with the evils of club practice and realized the necessity 
for practitioners to be organized. In 1911 he was ap- 
pointed secretary of the British Medical Association and 
helped to guide the Association in the early years of 
Lloyd George’s National Health Insurance and through 
the First World War. 

In 1924 and again in 1930 he visited Canada and 
made many friends. The University of Manitoba gave 
him an honorary LL.D. and the Manitoba Medical . 
Association made him a life member because of his 
efforts in connection with the joint meeting of the 
British and Canadian Medical Associations. In 1925 he 
visited South Africa and effected a merger of two rival 
medical associations. 

The British Medical Association presented him with 
its rarely bestowed gold medal and on his retirement in 
1932 he was given his portrait in oils and a large sum 
donated by his friends. 
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In 1950 his autobiography was published under the 
title “Among the Doctors.” He was one of the founders 
of Association Professionnelle Internationale des Méde- 
cins, the precursor of the World Medical Association. 


Ross MircHELL 


Dr. F. Hastincs MEwBURN 


AN APPRECIATION 


On September 4, 1954, by way of a coronary artery 
occlusion, Western Canada lost a colourful and widely 
respected member of the medical profession, and the 
University of Alberta its first Professor of Orthopzedic 
Surgery, in the person of Dr. F. H. H. Mewburn, at 
the age of 65 years. He occasionally was referred to as 
Dr. Hastings Mewburn, but most commonly as “Hank”. 
After having been plagued for years by an asthmatic 
affliction the end was dramatic, as indeed had been his 
entire life. 


As evidence of the high esteem in which he was held 
by his professional colleagues, as well as by the public, 
it appeared that every doctor in the city of Edmonton 
not positively detained by urgent professional duties 
was present at the funeral on September 8. 

“Hank” was truly a westerner, having been born at 
Lethbridge, Alberta, in what then was the North-West 
Territories. He was a son of one of the pioneer surgeons 
of western Canada, who had been the first Professor of 
Surgery at the University of Alberta. In fact he came of 
a family with an unbroken history in the medical pro- 
fession since 1776, and leaves a son, Dr. Robert Mew- 
burn, now of Vancouver, to perpetuate the tradition. 


Hastings Mewburn received his preliminary education 
at Upper Canada College. The lasting influence of the 
old school tie was always evident. He graduated from 
McGill University, B.Sc., M.D.C.M., in 1914. Having 
been active in militia work prior to his graduation, an 
instinct inherited no doubt from his father’s association 
with the old North-West Mounted Police, it was natural 
that he lost no time getting to France as a combatant 
officer, with the 20th battery of the Canadian Field 
Artillery. In 1917, when medical officers were in demand 
and were being called out of combatant units, he was 
transferred to the R.C.A.M.C. where he served to the 
end of World War I. His tour of duty at Taplow prob- 
ably aroused his interest in orthopeedic surgery, in 
which branch of surgery he took special training in 
Boston after the war. On completion of this training he 
established himself as an orthopedic surgeon in Edmon- 
ton, where he was active until the day of his death. He 
retained his interest in military matters and was active 
in the medical militia until he retired on reaching the age 
limit for a Lieutenant-Colonel. He was a D.V.A. con- 
sultant for orthopedic surgery. 


Dr. Mewburn was a fellow of the Royal College of 
Surgeons of Canada, and of the American College of 
Surgeons. He was the first instructor in orthopeedic sur- 
gery at the University of Alberta and at the time of his 
death was Honorary Pro‘essor. He was one of those 
teachers with whom contact gave practical inspiration 
in addition to academic teaching. He maintained a keen 
interest in. postgraduate enterprises and in the proceed- 
ings of all local medical activities. He was a regular and 
jovial attendant at the conventions of affiliate organiza- 
tions. He was always ready with concise and decisive 
opinions, and admonitions reminiscent of the old Horse 
Artillery days. 

To have known and worked with Dr. Mewburn was 
indeed an honour. His rugged personality long will be 
remembered, inside and outside of the profession, as a 
symbol of the west. He will be missed by his friends 
and associates, and a’ host of grateful patients. 

H. H. HEpsBurRN 
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ABSTRACTS from current literature 
MEDICINE 


Pulmonary Manifestations in the Diffuse 
Collagen Diseases. 


ELLMAN, P. AND Cupkowicz, L.: THorAx, 9: 
46, 1954. 


The authors point out that pulmonary manifestations in 
diffuse collagen diseases are not uncommon; pleural 
effusion, partial consolidation, widespread reticulation, 
miliary mottling and chronic fibrosis have been de- 
scribed in rheumatic diseases. In scleroderma, increas- 
ing dyspnoea was found in three patients: the first 
showed a progressively increasing peripheral mottling 
with honeycombing present at the right base; the second 
showed prominent pulmonary arterial markings with 
early aneurysmal dilatation of the right pulmonary artery, 
and the third showed bilateral iced thickening and 
increased vascular markings. The course of the disease in 
these three patients was unaffected by cortisone. In two 
cases of disseminated lupus erythematosus dyspnoea with 
basal x-ray shadows appeared at the beginning of the 
disease: the course was remittent but ieapvonsiel lung 
changes were unaffected by cortisone and ACTH. The 
onset, in two cases of periarteritis nodosa, was associated 
with asthma and fine apical mottling was seen radio- 
logically: dyspnoea was progressive and one patient died 
from pulmonary heart disease. Of three patients with 
rheumatoid disease one had unilateral and another bi- 
lateral pleural effusions, and the third patient had an 
acute febrile illness with dyspnoea and a right para- 
cardiac shadow. The authors comment that cortisone, 
although life-saving in one case of lupus erythematosus, 
had no effect on the lung changes in the ten patients. 
They consider that the lung changes in systemic dis- 
ease suggest involvement of the bronchial circulation 
in its wide distribution resulting in deprivation of the 
arterial blood supply to the supporting structures of the 
lungs. W. F. T. TatLtow 


Trichinosis. 


RoeuM, D. C.: ANN. INTERN. MeEp., 40: 1026, 
1954. 


The author describes a case of trichinosis which was 
preceded by gastrointestinal disturbance and cedema 
around the eyes. The patient was admitted in a con- 
fused mental state, and was found to have extensive 
muscular weakness without tenderness. Shortly after ad- 
mission the patient’s condition became critical with 
pyrexia and fall in blood pressure to 80/60; he was un- 
able to move any limb and was incontinent and dis- 
oriented. At this point an intravenous infusion of ACTH 
and KCl was started; at the conclusion of this infusion 
all evidence of acute toxicity had disappeared; the pa- 
tient requested and ate his food. Two relapses of con- 
fusion and muscular weakness were treated similarly 
with good effect. At the time of greatest muscular weak- 
ness, the patient was found to have a vital capacity of 
3.2 litres, although clinical signs of congestive failure 
were never observed and chest radiographs revealed no 
cardiac enlargement, pulmonary vascular engorgement 
or pneumonitis. Of greater interest was the presence 
of a left wrist drop which developed on the fourth day 
in hospital. An electroencephalogram performed on the 
eighteenth day, considerably after the stormy phase had 
been passed, exhibited only mild irregularities, a tracing 
six months later was entirely normal. The electrocardio- 
gram in the acute state showed low-voltage and T-wave 
inversion with eventual reversion to normal in six 
monthis. 

The confusion and amnesia were reminiscent of 
Korsakoff’s syndrome; peripheral nerve paralysis, pre- 





634 ABSTRACTS 





sumably a toxic effect, may be the presenting sign in 
trichinosis, 

It is controversial whether the acute myocarditis in 
trichinosis arises from the actual presence of the non- 
encysted larvz within the myocardium or from toxemia. 
Only minimal elevation of the ESR may be found dur- 
ing the fulminating stage of the disease, a finding which 
may, on occasion, lead to a diagnosis of acute trichinosis. 

W. F. T. TATLow 


Effects of Phenylbutazone in Gout. 


Jounson, H. P. Jr., ENGLEMAN, E. P., 
ForsHaM, P. H., Krupp, M. A., GREEN, T. W. 
AND GOLDFIEN, A.: NEw ENGLAND J. MED., 
250: 665, 1954. ' 


An exhaustive study was carried out using phenylbuta- 
zone in the treatment of gout. In ten cases of acute gout 
its effect compared favourably with that of colchicine 
and was preferred to the latter drug because of the 
absence of gastro-intestinal upset. While undesirable 
side effects were not significant in the treatment of acute 
gout, serious toxic effects were observed in nine of sixteen 
patients with chronic gouty arthritis treated over pro- 
longed periods. 

The mode of action of phenylbutazone remains un- 
explained. Since the serum uric acid was consistently 
lowered during therapy, even though the urinary output 
of uric acid was diminished, it is suggested that pheny]l- 
butazone interferes with production of uric acid. The 
drug also reduces the excretion of most urinary con- 
stituents (creatinine, steroids, potassium, sodium and 
chlorides ) as well as decreasing urine volume. There was 
no evidence of adrenal activation by its use. 


Despite the favourable therapeutic action of phenyl- 
butazone in gout the high incidence of serious toxic 
effects should restrict its use to cases which have failed 
to respond to other established and less dangerous forms 
of treatment. NorMAN S.- SKINNER 


Homeostatic Limits to Safe Parenteral 
Fluid Therapy. 


TaLsot, N. B., Crawrorp, J. D. AND BUTLER, 
A. M.: New ENGLAND J. MeEp., 248: 1100, 
1953. 


This is a progress report on recent work in the Children’s 
service at the Massachusetts General Hospital following 
a new approach to parenteral feeding. This is not con- 
cerned merely with attempting to replace lost water and 
solutes, but takes into consideration the concentration 
of these elements which the body can safely handle, 
especially under conditions of stress. For example, the 
normal person’s kidney needs only 0.7 c.c. of water to 
excrete one milliosmol of mineral solution, but the cor- 
responding amount for the patient under stress (opera- 
tion, infection, morphine or barbiturate therapy) is 2.5 
c.c. and for the nephritic may be as high as 3.5 c.c. 
This explains why the infusion of “physiologic” salt 
solution may readily induce cedema in the stressed pa- 
tient, whereas a solution containing about one-third the 
mineral solute of blood plasma may be well tolerated 
for long periods. On the other hand, water given as 
dextrose solution without salt, especially if antidiuretic 
hormone secretion has been enhanced by morphine, may 
readily cause water intoxication (hypo-osmolarity of 
body fluids); thus the requirements and safe limits for 
water and salt are interdependent. Similar studies were 
conducted for potassium, phosphorus, and carbohydrate. 
Quantities administered are expressed in milliequivalents 
per square metre of body surface area, such figures being 
applicable whatever the age and weight of the patient. 
Thus the average needs for maintenance (without ab- 
normal losses) per square metre per day are: water, 2 to 
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3.5 litres; sodium, 60 mEq.; potassium, 60 mEq.; phos- 
phorus, 32 millimols; dextrose, 75 gm. Examples are 
given of the maintenance of water and salt require- 
ments in patients with diabetic acidosis, pyloric stenosis, 
diarrhoea, and postoperative states by means of solutions 
built on the above principles. In dealing with markedly 
dehydrated patients, it is cautioned not to use potassium 
in the solution until kidney function is established; if 
necessary to correct anemia or hypoproteinzmia, blood 
is given in the amount of 300 c.c. per sq. metre. 


PAUL DE BELLEFEUILLE 


CEsophageal Varices Without Hemorrhage 
in Cirrhosis. 


PaLMeEr, E. D., Brick, I. B. AND JAHNKE, E. J.: 
New ENGLAND J. Mep., 250: 863, 1954. 


Portal decompression by vascular shunt surgery should 
be carried out in all cases of cirrhosis of the liver where 
cesophageal varices are demonstrated. Such surgery 
should not be reserved for patients who have experienced 
hemorrhage from their varices. Not only is there a high 
mortality from the first hemorrhage but there is also pre- 
cipitation of liver failure in an appreciable number due 
to the resultant anzmia. 


The authors report their observations on a three-year 
study of 238 patients with histologically proven portal 
cirrhosis. CEsophagoscopy revealed varices in 161 and 
hzematemesis occurred in 89. Fifty patients were operated 
upon and a shunt procedure performed; only five deaths 
occurred in this group, despite the fact that many were 
in desperate sonthaee at time of operation. Eighteen of 
these 50 had not had hemorrhage. Thirty-eight of the 
total series of 238 cirrhotics died during the hospital 
course. While the authors admit that the number of 
patients and length of follow-up are not sufficient for 
statistical analysis, their experience indicates that shunt 
surgery should be performed on all patients discovered 
to have varices, ra ot precluded by some unusual and 


unrelated condition. NorMAN S. SKINNER 


SURGERY 


Residual Stones in the Common Bile Duct: 
The Question of Operative Cholangiograms. 


Jounston, E. V., Waucu, J. M. anp Goon, C. 
A.: ANN. SurG., 139: 293, 1954.. 


A study of the cases of choledocholithiasis operated on 
by one surgeon over 10 years at the Mayo Clinic showed 
relief of symptoms in 79%. But 26 out of 153 patients 
traced for over two years had residual or recurrent symp- 
toms and of these 12 had stones which had been over- 
looked at choledocholithotomy. The 12 cases are de- 
scribed as to symptoms, signs and cholangiograms. The 
sources and sites at which stones may be lodged are 
discussed and the difficulties in finding them enumerated. 
Operative cholangiograms are often unsatisfactory and 
show an incidence of both false positives and false nega- 
tives. It is often necessary, to repeat postoperative 
cholangiography because the ducts are poorly or ques- 
tionably filled. It seems that at present operative cholangi- 
ography cannot replace exploration of the ducts by 
experienced surgeons. Burns PLEWES 


The Marsupialization Operation for Pilonidal 
Cysts and Sinuses Under Local’ 
Anesthesia With Lidocaine. 


ABRAMSON, D. J. AND Cox, P. A.: ANN. SuRG., 
139: 341, 1954. 


A method of treatment of pilonidal sinuses under local 
anesthesia is described. The cyst is partially removed, 
the skin undermined and sutured to the remaining cyst 
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wall, Patients are not admitted but dressings are done 
frequently and soldiers are kept off duty, usually for 
three weeks. Branch tracts and sinuses are carefully 
opened. In 73 consecutive cases, 59 were healed within 
30 days, nine took 42 to 56 days, and four were longer. 
There was one recurrence. Many had had prior surgical 
treatment. Burns PLEWES 


Local Recurrence of Cancer in the Large 
Bowel: The Role of Implantation Metastases 
and Bowel Disinfection. 


Vink, M.: Brit. J. Surc., 41: 431, 1954. 


Experiments on rabbits show that tumour cells in the 
lumen of the colon become implanted at the site of an 
incision. This occurred much more frequently after bowel 
disinfection with Sulfasuxidine and streptomycin. It is 
suggested that resection of carcinoma of the colon is 
followed by recurrence at the anastomosis more fre- 
quently if the flora of the bowel is reduced. Because 
preoperative preparation with antibiotics reduces the 
mortality rate and increases the operability rate, some 
change in the technique of resection seems indicated. 
Burns PLEWES 


Nature of ‘Liver Failure Due to Complete 
Biliary Obstruction. 


Maccrecor, C. A.: A. M. A. Arcu. Surc., 67: 
878, 1953. 


Studies on dogs before and after surgical occlusion and 
division of the common bile duct were made in order 
to determine the findings in this kind of liver failure. 
The significant observations were: progressive fall in 
serum albumin and a rise in serum globulin; an initial 
abrupt rise in serum alkaline phosphatase followed by a 
gradual fall but not to below preobstruction levels; an 
initial rise in serum cholesterol persisting for a few weeks, 
after which the cholesterol ester eventually fell below 
the preoperative level; an initial rise, then fall, in serum 
bilirubin. 

Emaciation was striking. No impairment in the 
metabolism of galactose was detected. Plasma _pro- 
thrombin gradually decreased. Thymol turbidity was not 
changed. Death seemed due to liver failure plus 
emaciation. Burns PLEWES 


Intestinal Antisepsis With Oxytetracycline 
(Terramycin) and Neomycin. 


ANLYAN, W. G., Hart, D., GeorciapE, N. C. 
AND Poston, M. A.: A. M. A. ArcH. SuRG., 
68: 28, 1954. 


A comparison is made between results of -terramycin 
(750 mgm. every six hours for 48 hours) and neomycin 
(one gm. every four hours for 72 hours) administration 
to patients undergoing large-bowel resections. They were 
also prepared with low-residue liquid diet, sodium 
phosphate and enemas twice daily. A much more drastic 
reduction in the bacterial count of the faeces was obtained 
with neomycin. The side-effects of diarrhoea and nausea 
were similar in both. Neomycin is stated to be the drug 
of choice for intestinal antisepsis. Burns PLEWES 


OBSTETRICS AND GYNASCOLOGY 
The Postpartum Bladder. 


FuUNNELL, J. W., Ktawans, A. H. AND 
Cotrrre.i, T. L. C.: Am. J. Osst. AND GyYNEC., 
67: 1249, 1954. 


Evidence obtained on cystoscopic examination of 71 pa- 
tients studied immediately after delivery leads to the 
conclusion that the urinary bladder is definitely insulted 
during the course of labour. This insult is proportional 
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to the length of labour and the trauma of operative 
delivery. The possibility of fistula formation leads one 
to feel that in weighing the indications for Cesarean 
section in prolonged labour the bladder may become one 
of the chief points of concern. 


The suggestion is made that, following prolonged 
labour or difficult operative or manipulative delivery, the 
patient be catheterized. If gross blood is found in the 
urine, it denotes severe trauma and cystoscopy is indi- 
cated at once to determine the exact status of the 
bladder. If there is laceration, suitable measures must 
be taken. If no irreversible trauma is found, an in- 
dwelling catheter should be inserted and allowed to 
remain until the hematuria disappears. Ross MrrcHELL 


Final Thoughts on the Manchester Operation 
of Colporrhaphy for Genital Prolapse. 


SHaw, Sin W. F.: Am. J. Osst. AND GYNEC., 
68: 450, 1954. 


After a professional life of over half a century the author 
considers that vaginal hysterectomy has no part in the 
cure of prolapsus uteri. It can easily be performed along 
with colporrhaphy and to some operators it may seem 
to give easier access to the deep tissues, but it is a 
separate operation. 

Amputation of the cervix has been criticised because 
it may lead either to dystocia or to abortion and pre- 
mature labour. The vaginal skin should be sutured care- 
fully to the edge of the cervical canal and in this way 
dystocia may be avoided. In young women as small a 
piece of the cervix should be removed as will allow for 
repair to the cervix, and even no amputation when the 
cervix seems to be undamaged. Hunter suggests the re- 
movai of a cuff of vaginal wall from around the cervix 
so as to elevate the external os. 


Stress incontinence may be prevented by special at- 
tention to suturing the deep pelvic tissues in the region 
of the neck of the bladder and along the neck of the 
urethra. When the angle between the bladder and in- 
sertion of the urethra is obliterated, the combined sling 
operation of Bailey may be necessary. 


Enterocele may be prevented by carrying the in- 
cision of the posterior colporrhaphy as high as possible, 
practically to the cervix, separating the rectum and 
peritoneum completely from the vaginal wall and 
ligating and excising the peritoneal sac before closing 
the gap in the musculature. 


Genital prolapse is essentially the same and is pro- 
duced in the same way whatever the age of the patient 
or the degree of the prolapse. The only difference be- 
tween parity and nulliparity is that in the one the weak- 
ness of the tissue is due to damage, while in the other 
the cause is developmental weakness combined with 
increased intra-abdominal pressure, usually from physi- 


‘eal hard work. For more than seventy-five years genital 


prolapse at all ages, of all degrees, and in.all social con- 
ditions has been treated by the Manchester operation 
with invariably good results. Ross MITCHELL 


Intravenous Ergometrine and the 
Undiagnosed Second Twin. 


Russet, J. K., Taccut, D. AND GraHaM, A. 
L. M.: Brir. M. J., 1: 1129, 1954. 


Attention is drawn to the complication of the undiag- 
nosed second twin when intravenous ergometrine has been 
given in the control of the third stage of labour. This 
complication occurred four times in two years at the 
Princess Mary Maternity Hospital, and one baby died. 
Details of the four cases are given. 

It is suggested that when this complication occurs 
every effort should be made to avoid rupture of the 
second sac of membranes until the patient is under an 
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aneesthetic and immediate delivery of the second twin 
can be undertaken. With an intact sac of membranes 
there is less likelihood of the uterus contracting down 
on the second twin and interfering with the placental 
circulation. Ross MItcHELL 


PAEDIATRICS 


Edathamil Calcium-Disodium (Versenate) 
in Treatment of Lead Poisoning in Children. 


Byers, K. R. AND MALoor, C.: A. M. A. AM. 
J. Dis. Cump., 87: 559, 1954. 


The authors point out that the treatment of both acute 
and chronic lead poisoning in children has been_un- 
satisfactory; acute encephalopathy leading to death or 
gross mental defect, while the chronic variety of lead 
poisoning may give rise to failure of cerebral maturation. 
Edathamil calcium disodium (calcium disodium ethylene- 
diamine tetraacetic acid, calcium versenate) forms un- 
soluble unionized stable complexes with metallic ions: 
given simultaneously with lead the compound protects 
the animal from large doses but it is still possible to cause 
lead poisoning by using still larger doses of lead eda- 
thamil: given to animals already given lead, the metal 
is well removed from most of the soft tissues but the 
store in the skeleton is only slightly reduced. The drug 
is absorbed irregularly from the gastrointestinal tract, 
and gastrointestinal symptoms have accompanied the 
use of the drug by mouth: the drug is given usually 
therefore in doses of 1 gm. per 15 kgm. body weight 
per day divided into two doses administered intra- 
venously in 250 c.c. of 5% dextrose solution; not more 
than 5 gm. per 15 kgm. body weight should be given 
in any one week. 

The authors treated five children who were considered 
to have lead poisoning. The criteria for diagnosis were 
first the chemical identification of a source of lead; 
second the clinical diagnosis by (1) secondary anzemia 
with basophilic stippling of the red cells, (2) copro- 
porphyrinuria, (3) glycosuria in the presence of a normal 
blood sugar, (4) x-ray evidence of condensation of the 
zones of provisional calcification at the metaphyses of 
the shafts of the long bones, (5) clinical signs of in- 
volvement of nervous system and (6) vomiting, cramps 
and constipation; and third the presence of toxic levels 
of lead excretion (over 80y per 24 hours). Adequate 
sources of lead were found in four instances, and all 
except one patient excreted clearly toxic amounts of lead; 
clinically all five showed a constellation of symptoms, in- 
dicative of lead poisoning. With treatment all showed an 
increase of lead output in the urine between tenfold and 
fortyfold with a very rapid amelioration of symptoms: 
one patient who was suffering with coma and convul- 
sions at the commencement of treatment was sitting up 
feeding herself 36 hours later. Coproporphyrinuria dis- 
appeared within seven to ten days after commencement 
of treatment, and cerebrospinal fluid proteins returned 
to normal limits within five to eighteen days. 

The authors describe how, in one patient with epi- 
lepsy controllable with phenobarbital following acute 
encephalopathy, convulsions returned whenever edatha- 
mil was given unless the dose of phenobarbital was 
increased. Periods ranging from five to two months 
elapsed since the completion of treatment, but two pa- 
tients continued to chew painted wooden surfaces. The 
authors comment, too, that metabolic stresses, such as 
fever, acidosis or alkalosis, produced recurrent episodes 
of lead poisoning by increasing the rate of release of lead 
trom the skeleton: therefore they suggest that, during 
infection in a child with recent lead poisoning, further 
treatment in hospital with edathamil may be necessary. 
They conclude that after treatment with edathamil lead 
remains in the skeleton, from which it is excreted over a 
prolonged period, but that metabolic stress produces an 
increased rate. of release of lead. W. F. T. TatLow 
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Elimination of Hospital Cross-Infection 
in Children. Nursing by the Mother. 


PickERILL, C. M. ANpd PickerRILL, H. P.: 
Lancet, 1: 425, 1954. 


Tragic deaths in hospital pediatric wards traced to 
cross-infection have focused the attention of the pro- 
fession on the introduction of new techniques in nursing 
the child convalescing from plastic or other reconstruc- 
tive surgery. The authors point out that the oldest tech- 
nique in the world has served them in good stead. That 
is, the assignment of most nursing procedures to the 
child’s mother, who is admitted with the patient and 
housed with him in her own room. Only medication of 
the more complex type is given by a nurse. Thus, the 
incidence of cross-intection has been reduced to zero 
in the past 11 years in the authors’ own small hospital. 
They also point out the great significance of the psycho- 
logical benefits gained by the small patient because the 
mother is with him during a time when her support is 
sorely needed. IsaBEL M. LAuDER 


Neurologic Complications of Systemic Disease. 
Forbes, G. B.: Postcrap. Mep., 15: 157, 1954. 


The author discusses the “post-infectious” encephalitides 
which may follow the common virus diseases of child- 
hood. While sequelz are rare they do occur often enough 
so that the physician must be prepared to prevent them 
or to diagnose them at the earliest moment. Symp- 
toms usually occur during convalescence, but, as in 
mumps and infectious mononucleosis, they may antedate 
the specific disease itself. These may include one or more 
of the following: fever, headache, nuchal rigidity, con- 
vulsions, disorientation, cranial nerve palsies, apathy, 
disordered sphincter control, incoordination, and coma. 
Moderate elevation of the spinal fluid pressure, protein 
count increase, and a mild pleocytosis are also character- 
istic. While prognosis in many cases is good the child 
may be left with distressing residua, such as disordered 
personality, mental retardation, sexual precocity, etc., as 
well as with cranial nerve involvements. The author 
points out that gamma globulin administered to modify 
the disease (especially in rubella and rubeola) cuts down 
the incidence of sequelze. However, this has not been 
conclusively proven. : 

He also discusses the occurrence of these encephali- 
tides following immunization procedures. It is his opinion 
that the earlier these are done in infancy, the less will be 
the risk. The rare occurrence of encephalopathy (once 
in 100,000 times) is such that it cannot detract from 
the immunization programme. 

The recent reporting of cases of polio occurring a 
month or even less, following pertussis vaccination associ- 
ated with paralysis localizing in the limb where injection 
was made, has caused most clinicians to defer such 
procedure until the polio season is passed. 

Complications of a congenital nature following rubella 
in the pregnant woman are also discussed. This is now an 
accepted fact. Children born of such mothers may have 
nerve deafness, cataracts, cardiac abnormalities, mental 
retardation; and the number of stillbirths is increased. 
Research, which shows that the greatest damage is done 
if the illness is contracted during the first trimester, leads 
to the suggestion that a therapeutic abortion may be 
considered. The author believes that the administration 
of gamma globulin to the mother will be of help in 
minimizing or preventing the congenital defect. He also 
believes that all young girls should be exposed to rubella 
in childhood—modified, of course, with gamma globulin. 

Distressing to many physicians are the febrile con- 
vulsions of infancy and childhood of unknown origin. 
This author points out that there is a marked predilection 
for the preschool child with the greatest incidence oc- 
curring in the one to two year group (30%). There are 
two theories which try to explain this: (1) that the 
convulsion is equivalent to the chill in the adult and, 
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therefore, of little consequence; (2) that those exhibit- 
ing this tendency have a constitutional or acquired pre- 
disposition to convu!sive activity. Recent evidence tends 
to favour the second tlieory. While the majority of these 
children remain seizure-free, in later life 5% do become 
epileptic. Thus, the physician should not, while reserving 
some doubt as to prognosis; be unduly pessimistic. 
IsaBEL M. LAupDER 


DERMATOLOGY 


Dermatitis of the Feet Due to Shoes. 


SHatin, H. anp Retscu, M.: A. M. A. ARCH. 
DERMAT. AND SypuH., 69: 651, 1954. 


In reviewing the admissions to the dermatology section of 
a Veterans’ Hospital, the authors had found 1.9% of 
2,243 admissions to be for dermatitis of the feet due to 
shoes. There was an irregular pattern of sensitivity based 
upon the patch tests, but they noted that in most pa- 
tients the dermatitis started on the dorsal surface of the 
big toe, and in some cases spread from there either to 
the dorsum or to the sole via the interdigital web. The 
dermatitis was usually associated with severe pruritus, 
and some patients developed an “id”-like eruption on 
the hands. The authors reinvestigated and re-evaluated 
the cases of 31 patients who had been previously in hos- 
pital for shoe dermatitis. In their “pilot” study of three 
patients they found that two gave positive reactions to 
the box toe, cotton drill, and the inner aspect of the 
leather, and one patient gave positive reactions to the 
leather. The authors then discovered that the box ‘toe 
of the shoe is made of thermoplastic material which: is 
run over a hot roller before being inserted, and that the 
material adheres to the leather and impregnates the 
cotton lining: thus patch testing of the shoe materials 
might have been really patch testing for the thermo- 
plastic material. The authors continued with a number 
of experiments, and concluded that the box toe was the 
offending agent: they then tested all the recalled pa- 
tients with thermoplastic materials, cotton drill ‘lining, 
leather and flannel lining. From the results it became 
obvious that rubber was the primary cause of the contact 
dermatitis, and it was in fact a sensitivity to the various 
accelerators and antioxidants employed in the rubber 
manufacturing process. 

The authors point out that their most important proof 
that the thermoplastic material was the cause was their 
ability to cure the dermatitis by eliminating the thermo- 
plastic box toe and persuading patients to use these shoes 
with the box toe made of flannel. W. F. T. TaATLow 


RADIOLOGY 


Roentgen Appearances in Mechanical 
Rectal Constipation. 


EKENGREN, K. AND SNELLMAN, B.: ACTA 


Rapiou., 40: 447, 1953. 


Apart from conditions such as tumour, sigmoiditis, volvu- 
lus and megacolon, the roentgen appearances in constipa- 
tion have not yet been studied sufficiently to yield 
information of much practical value. There are a group 
of patients who mention consistent difficulty in emptying 
the bowels whether the stools are hard or loose, and on 
straining feel as if a lump moves down to prevent. the 
contents from being passed. The stools seem to collect 
at the side or in front of the anus and pressure from 
without facilitates defeecation. Anal fissures arise second- 


arily and aggravate the condition. Palpation through the . 


rectum as the patient bears down demonstrates com- 
pression of the rectum from without with distension of 
its lower part. The authors report 30 cases of rectal 
constipation, most of which were in women. The cause 
appears to be compression by the small bowel in a deep 
rectogenital fossa and in addition in women pressure from 
a low uterus. X-ray investigation consists of: (1) exam- 
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ination of the distal small intestine with barium; (2) 
examination of the rectum with barium; (3) filling of the 
vagina with a highly viscous media ( Umbradil). 
Radiographs are taken with the patient (1) resting 
and (2) straining. Evidence of compression of the 
anterior wall of the rectum is sought. The x-ray 
examination is also helpful in deciding what operative 
procedure should be carried out. 
CHARLES E. VAUGHAN 


THERAPEUTICS 


Oral Treatment of Pernicious Anzemia with 
Intrinsic Factor Concentrate and Vitamin By. 


LowTuHer, C. P., ALEXANDER, W. D. AND 
Henpry, E. B.: Lancet, 1: 495, 1954. 


Twenty cases of pernicious anemia, in remission and 
satisfactorily controlled, were treated by the oral ad- 
ministration of tablets containing 7.5 micrograms ot 
vitamin By» and 1.5 gm. of extract of hog pyloric mucosa. 
Ten patients were given two tablets daily and the other 
10 patients received four tablets daily. No other treat- 
ment was given and no dietary restrictions were imposed. 

No patient in this series showed any evidence of 
hzematological or neurological relapse after six months 
of this treatment. It is not suggested that this type of 
therapy is suitable for every case of pernicious anzemia; 
only patients who can be trusted to. continue oral ther- 
apy are suitable. B. L. FRANK 


The Plasma Expanders—Current Status. 


SHAEFFER, J. R. AND Artz, C. P.: AM. Pract. 
AND Dicest Treat., 5: 545, 1954. 


The desirable qualities of an ideal plasma volume ex- 
pander are: (1) the solution should be retained in the 
circulation until it can be replaced by proteins from the 
extracellular fluid, which means that it should neither pass 
rapidly into the tissue fluids nor be excreted rapidly by the 
kidneys; (2) the solution should have an osmotic pres- 
sure and viscosity similar to those of plasma; (3) it must 
be possible to prepare the expander in large amounts 
from substances constantly available; (4) it must be 
possible to produce the expander within the narrow 
limits of desirable molecular weight range; (5) the ex- 
pander should be stable on storage and should not require 
special conditions of temperature; it should be steriliz- 
able by autoclaving; (6) the expander should be in a 
solution and ready for use at all temperatures; (7) it 
should have a pH and electrolyte composition closely 
approximating that of plasma; (8) the solution must not 
be pyrogenic or toxic and must not induce sensitization 
or other reaction; (9) it must not be stored in the tissue 
for long periods of time; (10) it must not act as a 
diuretic; (11) it must not interfere with normal bodily 
response to injury or to natural reparative mechanisms; 
(12) it should not cause a change in the erythrocyte 
sedimentation rate after infusion and should not inter- 
fere with blood typing and cross-matching tests. 

Three macromolecular colloid solutions — dextran, 
gelatin, and _ polyvinylpyrrolidone—were _ extensively 
studied. Dextran was found to meet all the requirements 
of a plasma volume expander and has been accepted 
for use by the Medical Department of the United States 
Army in place of plasma. Modified fluid gelatin and 
oxypolygelatin were found to have uncertain storage 
qualities, are difficult to manufacture in uniform lots, and 
are too rapidly excreted by the kidneys. Gelatins are not 
suitable for administration under all climatic conditions. 
Polyvinylpyrrolidone was considered an effective plasma 
volume expander, but was'not completely accepted _be- 
cause a large amount of it is stored in the body for long 
periods of time, particularly in the reticuloendothelial 
system. 

The use of dextran in combination with blood would 
prove most beneficial in time of catastrophe when ade- 
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quate amounts of whole blood are not available. It may 
also be used as supportive therapy after injury and dur- 
ing moderate operative procedures when blood volume 
deficiency does not exceed 1,000 c.c. B. L. FRANK 


Effect of Oral Polymyxin B on Pseudomonas 
Aeruginosa in the Gastrointestinal Tract. 


Mitts, G. Y. AND KaGan, B. M.: ANN. INT. 
Me_ep., 40: 26, 1954. 


Polymyxin B was used to treat ambulatory, asymptomatic 
and symptomatic individuals found to have Pseudomonas 
aeruginosa in the gastrointestinal tract. In the control 
group of asymptomatic carriers, about half of the cases 
were spontaneously free of the organism in the follow-up 
studies 25 and 30 days later. The drug was given orally 
in doses of 150 mgm. every eight hours for seven days to 
the experimental group. After five days, all the stools 
were negative for Pseudomonas. Stool cultures were re- 
peated in 23 cases, 25 and 30 days after the drug had 
been started. At this time, all but one were negative for 
Pseudomonas. About half of the subjects receiving the 
drug had mild abdominal cramps or mild diarrhoea or 
both between the first and third days of drug admin- 
istration, and these lasted from a few hours to two days. 
They disappeared in each instance in spite of continua- 
tion of therapy and without administration of other 
drugs. 

Polymyxin B should be considered promptly as one of 
the control measures in any outbreak of diarrhoea in a 
newborn nursery where Ps. aeruginosa is found as the 
most likely pathogen. Its use may also be considered as 
a prophylactic measure when personnel are found to 
harbour this organism. Oral polymyxin B is very effective 
in eliminating Ps. aeruginosa when it is present in the 
gastrointestinal tract either in carriers or in active infec- 
tions. S. J. SHANE 


INDUSTRIAL MEDICINE 


An Industrial Health Service in Norway. 


Natvic, H.: Brit. J. Inpust. MEp., ll: 110, 
1954. 


A voluntary industrial health service, based on a mutual 
tripartite administrative agreement between the Nor- 
wegian Medical Association, the Norwegian Employers’ 
Association, and the Norwegian Federation of Labour, 
and in accordance with modern concepts of hygiene and 
social medicine has recently been established in Norway. 
The basic principles on which it is founded are health 
control of the employees and hygienic work in the plant. 
The form of the service meets the industrial conditions 
in present-day Norway. Activities are coordinated and 
administered by the Board of the Industrial Health 
Service—a tripartite administrative council. 

In this article the author first presents detailed informa- 
tion regarding policies of the Board with relation to 
firms wishing to participate, and the employment and 
duties of the works physician. It is pointed out that 
all expenses connected with the service are met by the 
plant. Moreover a co-operating firm is required to pro- 
vide facilities for laboratory analysis at the plant. This 
establishes the physician at the plant and keeps the 
industrial health service separated from general medical 
practice. The current employment policies are designed 
to offer him adequate independence in his work which 
includes detection of disease, health information and 
prophylactic care. Regular medical treatment is not given 
in the works surgery; cooperation with private practi- 
tioners is maintained. 

It is evident that both employers and employees as 
well as physicians are satisfied. The plan has been 
adopted not only by private firms but by municipal and 
state concerns. As yet personal impressions are relied 
on more than statistical data; available figures, however, 
show that industrial health care is an important factor. 
Marcaret H. WILTON 
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Problem Drinking in Industry. 


HocsHeap, T. H.: A. M. A. ArcH. INbusT. 
Hyc., 9: 526, 1954. 


The author comments on the change of attitude of 
industry to the unhealthy employee as a_ whole, and 
how industry has come to recognize that its most valuable 
asset is the employee: he points out that considerable 
sums of money are spent in training an employee to do 
a particular job, and that such money is wasted if the 
employee is then discharged for medical reasons. Speak- 
ing in the light of the experience of E. I. du Pont de 
Nemours & Company, the author continues with observa- 
tions on how the application of physical methods for 
safety has been much easier than application of tech- 
niques for the control of the “human” element. He 
speculates whether the “alcohol prone” is related to the 
“accident prone”. The author describes the du Pont 
programme for the problem drinker, which includes 
prevention, treatment and rehabilitation: and he com- 
ments that the Alcoholics Anonymous is of paramount 
importance in the drinking problem. The company in 
no way attempts to influence A. A. policy, and there 
are no groups within the company itself, but it acts in 
close liaison with A. A. in using the du Pont medical 
and community facilities. There are five full-time phy- 
sicians in the company who are members of A. A. and 
assist in educational programmes: and there are two 
full time psychiatrists who not only advise in the educa- 
tional field but accept for treatment those employees who 
have stopped drinking. In the Wilmington offices of the 
company there are also three lay members of A. A. who 
devote much of their time to -the problem drinker: they 
assist in the establishment of community A. A. groups 
and attempt to translate A. A. objectives into du Pont 
objectives by talking before A. A. groups, du Pont 
management and workers. The author states their pro- 
gramme is successful: 65% of the cases treated have 
been rehabilitated at a total cost of less than $100,000 
for 350 cases in a 10 year period. W. F. T. TatLow 


Muscle Spasm in Manual Labourers. 


HILTuNEN, A., KARVONEN, M. J., KIHLBERG, J. 
AND LAMMINPAA, R.: A. M. A. ArcH. INbusT. 
Hyc., 9: 476, 1954. 


Hardness and painfulness of muscles on palpation is a 
common phenomenon, and although occasionally seen 
by the physician, according to the authors such cases 
are saul treated by physical therapists, etc. Therefore 
there are no reliable figures for the incidence of myalgia. 
The authors studied 430 workers in three factories: only 
male workers, and preferably those who had been a 
relatively long time in their occupation, were examined 
by two separate examiners. The subjects were chosen 
to give an adequate representation of each level, and the 
occupations were chosen to represent varying degrees 
of physical work. The occurrence of hard muscles and 
of pain on palpation was noted separately; no attempt 
was made at the exact anatomical localization of signs 
and symptoms to separate muscles: the:site was marked 
on an anatomical map. The authors found that the 
incidence of hard sedate without any pain was minimal 
and that of painful muscles without any palpable hard- 
ness was also very low. From their results the authors 
conclude that hard and painful muscles are of common 
occurrence in manual labourers, and that it occurs com- 
monest in muscles which are doing static work, such as 
the calf. The incidence of such myalgia is also related 
to the amount of physical work, an effect which prob- 
ably is a direct one on the muscles employed as shown by 
the prevalence of myalgia in the muscles of the right 
side of the body. The authors point out, though, that 
mental tension and climatic conditions are additional 
factors. Finally they discuss the effects of propoganda for 
the prevention of myalgia with the aid a g working 
methods, active relaxation and avoidance of static work. 
W. F. T. TatLow 
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FORTHCOMING MEETINGS 


CANADA 


CaNnapDIAN HosprraL AssociaTION, Biennial Meeting, 
Ottawa, Ont. (Executive Secretary: Dr. A. L. Swanson, 
280 Bloor Street West, Toronto 5, Ont.) May 9-11, 1955. 


NIntH INTERNATIONAL CONGRESS ON RHEUMATIC DIs- 
EASES, Toronto, Ont. (Dr. Donald C. Graham, Chairman, 
Committee on General Arrangements, 240 St. George 
Street, Toronto 5, Ont.) June 23-28, 1957. 


UNITED STATES 


CONFERENCE ON MYASTHENIA GRAVIS; AUSPICES OF THE 
MYASTHENIA Gravis FounpDATION, INc., Philadelphia, Pa. 
(Address all communications to: The Myasthenia Gravis 
Foundation, Inc., 2 East 103rd Street, New York 29, 
N.Y.) December 8-9, 1954. 


AMERICAN DERMATOLOGICAL ASSOCIATION, Belleair, 


Florida. April 17-21, 1955. 


AMERICAN PsycHosomatic Society, Annual Meeting, 
Atlantic City, N.J. May 4-5, 1955. 


OTHER COUNTRIES 


Japan Mepicat Concress, Kyoto, Japan. (Dr. M. Goto, 
Secretary General, University Hospital, Medical Faculty 
of Kyoto University, Kyoto, Japan) April 1-5, 1955. 


INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England. (Secretary, P. Duys, 33, Prinsegracht, The 
Hague.) July 4-8, 1955. - 


CONGRES DE LA LITHIASE URINAIRE, Evian, ( Hte-Savoie), 
France. (Séc. Prof. Agr. Cl. Laroche, 16, rue Christophe- 
Colomb, Paris (8e), France) September 2-4, 1955. 


Tuirp. INTERNATIONAL CONGRESS OF VITAMIN “E”, 
Milan, Italy. (Secretary of the Congress, Prof. Emilio 
Raverdino, Milano, via Pietro Verri 4, Italy.) Early 
September 1955. 





NEWS ITEMS 


BRITISH COLUMBIA 


The Burnaby Hospital Society is going ahead with 
its plans to enlarge the Burnaby General Hospital by a 
125-bed addition. The present hospital is already over- 
crowded. The Burnaby Municipal Council has approved 
the Hospital Society’s request for a money bylaw for 
$670,000 to pay the municipality’s share of the cost of 
the addition. The total cost is estimated at $1,371,000. 
Of this amount the Federal Government would pay 
$125,000 and the Provincial Government would pay 
$579,000. The bylaw is being prepared, at the order of 
the Council. 


We regret having to record the illness of Dr. Wallace 
Wilson, so widely known to all Canadian medical men 
as a former President of the Canadian Medical As- 
sociation. Dr. Wilson is, we are glad to say, making a 
good recovery, and we all hope it will be a speedy one. 
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The B.C. Cancer Institute of Vancouver is again on 
the march. It has plans for building a large addition 
to its present establishment. Eventually this will mean 
a seven-storey building, which will take care of all its 
needs for a long time to come. 


But it is going one step at a time. The great problem 
of the Institute is to provide accommodation for patients 
receiving treatment. It has an arrangement with the 
Vancouver General Hospital, which institution is as gen- 
erous as it can possibly be with bed space—but the 
V.G.H. has its own troubles. The Institute plans the 
immediate construction of a three-storey structure first, 
later to be added to as need arises and funds permit. 
This building is under construction next door to the 
Institute, and will be ready for occupancy by July 1, 
1955. The B.C. Division of the Canadian Cancer Society 
has made a grant of $160,000 towards it. 


The Trail-Tadanac Hospital has introduced what is 
something of an innovation in the matter of hospital 
fees. It has decided to drop the extra charge for semi- 
private rooms to patients who want public ward ac- 
commodation, and have been forced to pay the difference 
when these are filled, and only semi-private wards are 
available—the usual practice in most, if not all, hospitals 
in B.C. To meet the deficit thus incurred, private-ward 
rates will go up, and the government will be approached 
to grant a somewhat higher rate for public-ward ac- 
commodation. 


We deeply regret to record the deaths of two Van- 
couver physicians, who died in St. Paul’s Hospital within 
a minute or two of each other. 

Dr. G. G. Campbell was one—he was the director of 
the Radiological and X-ray department of the Hospital 
aud was a most efficient and popular radiologist. He died 
suddenly of coronary disease, while speaking at a staff 
meeting. 

Dr. Roger Grimmett was the other victim, also of 
coronary disease, for which he was being treated as a 
patient in the hospital. Dr. Grimmett was a member of 
the hospital staff, being an ear, nose and throat specialist 
of eminence, and enjoying the confidence and esteem 
of all his colleagues. He had an extremely busy prac- 
tice, and had been carrying on for a long time in very 
poor health. 


A very notable symposium on Geriatrics was held at 
the Hotel Vancouver on October 20. This symposium 
was organized and financed by Lederle Laboratories 
Division of the North American Cyanamid Company— 
and it was an extremely well-handled affair, with no 
commercials of any kind. It was very largely attended, 
with some five or six hundred registrants, and was well 
worth attending. 

The Lederle Laboratories had invited six speakers, all 
eminent men in their own specialties, who gave excellent 
addresses. These speakers and their subjects were 2s 
follows: Dr. Edwin M. Robertson, Kingston, Ontario: 
“The Menopause: A Gynzcological Complex”; Dr. Morris 
Leider, New York: “Dermatological Problems in the 
Aged”; Dr. J. C. Luke, Montreal: “The Arteriosclerotic 
Leg”; M. K. Horwith, Ph.D., Elgin, Ill.: “Nutrition in 
the Aged”; Dr. Ian Macdonald, Toronto: “Medical Prob- 
lems in the Aged”; Dr. M. M. Dasco, New York: “The 
Preventive Value of Rehabilitation.” 


There was a luncheon at noon and a cocktail session 
in the late afternoon. Doctors’ wives and nurses were 
invited, and this most friendly and generous gesture 
on the part of the Lederle people was greatly appreci- 
ated. 

The affair was under the sponsorship of the Canadian 
Medical Association, B.C. Division, and the Vancouver 
Medical Association. J. H. MacpvermMor 
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MANITOBA 


The Manitoba Medico-Legal Society is making plans 
to hold six meetings during the coming year. Among 
the speakers will be Inspector Mason-Rooke of the 
Regina laboratory of the R.C.M.P. appearing by special 
arrangement with Commissioner L. H. Nicholson, Dr. 
A. T. Mathers and Mr. Roy St. G. Stubbs. 


The Manitoba Clinic has announced that Norman 
Dryburgh McCreath, M.R.C.P.(Lond.), M.R.A.C.P., and 
Robert L. Cooke, M.D., have recently joined the clinic. 
Dr. McCreath will practise internal medicine with special 
interest in gastro-enterology, and Dr. Cooke tumour 
and general surgery. 


Dr. E. L. Ross has been named President-elect of the 
Canadian Tuberculosis Association, 


Dr. D. L. Scott attended the meeting of the Interna- 
tional Union Against Tuberculosis in Madrid. 


Dr. Lloyd Bartlett has opened an office for General 
Surgery at 401 Medical Arts Building, Winnipeg. 
Ross MITCHELL 


NEW BRUNSWICK 


Dr. Norman Skinner of the X-ray Department of the 
Saint John General Hospital was the speaker at the open- 
ing fall meeting of the Saint John Medical Society in 
September. He discussed “Gastro-Intestinal Troubles 
and presented a selection of beautifully prepared slides 
to illustrate his paper. In early October he presented 
the same paper before the King’s County Medical Society 
at Sussex. 


' Dr. Carl Trask, Superintendent of the Saint John 
General Hospital, has announced the awarding of con- 
tracts for additions to the Power Plant and Nurses Home 
as the first stage in the expansion plan for the Hospital. 
In addition the site for the Nurses Home and Hospital 
addition is now practically clear. 


Dr. Howard Ripley, Radiologist at the Moncton City 
Hospital, has returned to duty following a satisfactory 
recovery from a rather long illness. 


Dr. G. B. Peat was elected Mayor of Saint John at 
the biennial election in mid October. Dr. Peat headed a 
reform ticket and his complete slate was elected. Dr. 
Peat has a fine record of public service including his 
work in the St. John Ambulance, Boy Scouts, Red 
Cross ahd many veterans’ organizations. The citizen 
council sponsoring this new reform movement had as its 
general chairman Dr. Victor Davidson. 


Dr. K. Seaman of the Department of Orthopsedics, 
presented a paper on “The Fractured Hip” at the October 
meeting of the Saint John Medical Society. Illustrations 
were excellent. 


At a dinner meeting of the Fredericton Medical Society, 
Dr. Norman Wrong, Associate Professor of Medicine in 
charge of Dermatology, University of Toronto, spoke on 
“Recent Advances in Dermatological Therapy.” 


Dr. Calvin C. Baird who has practised at Chipman, 
N.B. for the past fourteen years has accepted a position 
in the Department of Anzsthesia at the Maine General 
Hospital at Portland, Maine. 
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Professor J. Chassar Moir, Nuffield Professor of Ob- 
stetrics and Gynecology, Oxford University, England, 
addressed the Saint John Medical Society on the subject 
of “Abnormal Labour” at a special meeting late in 
October. A. S. KIRKLAND 


NOVA SCOTIA 


The 28th Annual Dalhousie University Refresher Course 
in Medicine was held in Halifax October 25 to 29. The 
guest speakers were Dr. Waltman Walters, Professor of 
Surgery, Mayo Foundation, University of Minnesota, 
who gave the John Stewart Memorial Lecture; Professor 
John C. Moir, Nuffield Professor of Obstetrics and Gyne- 
cology, Oxford University; Dr. H. E. MacMahon, Pro- 
fessor of Pathology, Tufts College Medical School; Dr. 
F. J. Ingelfinger, Associate Professor of Medicine, Boston 
University; and Dr. Norman Wrong, Physician in charge 
of Dermatology, Toronto General Hospital. Over 150 
registered physicians from all points of the Maritime 
Provinces attended the sessions and spoke highly of their 
excellent practical value. 


Dr. Allan R. Morton, Commissioner of Health for the 
City of Halifax, attended the meetings of the American 
Public Health Association in the Hotel Statler, Buffalo, 
October 11 to 15. Dr. Morton was elected Regional 
Vice-president of the Association for Canada. 


Dr. Ian McLeod, Assistant Radiologist at the Halifax 
Infirmary, attended the annual meeting of the American 
Roentgen Society in Washington, D.C., and while there 
attended a special course. 


Four Nova Scotia physicians were recently honoured 
by the St. John Ambulance Society. Dr. S$. H. Keshen 
was invested with the rank of Commanding Brother. 
Dr. T. E. Kirk, Medical Superintendent, Camp Hill Hos- 
pital; Surgeon Capt. F. G. W. MacHattie, Command 
Medical Officer for the Royal Canadian Navy; and Col. 
E. E. Tiernan, Command Medical Officer, Eastern Army 
Sees, were invested with the rank of Serving 

rother, 


Dr. W. D. Piercey, a native of Halifax and a graduate 
of Dalhousie University, has recently been appointed 
executive director of the Canadian Hospital Association. 


The Hon. Paul Martin, Minister of National Health 
and Welfare, recently laid the cornerstone for Pictou 
County’s new $2,000,000 hospital in New Glasgow. This 
hospital will be modern in every respect and will serve 
a need that has existed for a long time for the people 
of Pictou County. C. M. Harrow 


ONTARIO 


Last year the Essex Health Association with the help 
of the Junior Chamber of Commerce cariied out a chest 
x-ray survey in the city of Windsor. The provincial de- 
partment of health provided the equipment. Out of 
55,578 films taken, 36 cases of active pulmonary tuber- 
culosis were found, 31 cases of questionable activity, 89 
inactive cases and 12 suspects. Other diseases and abnor- 
malities were discovered in 1,572 persons, 31 of whom 
were thought to have lung cancer. 


Dr. Stuart Young is chairman of the Essex County 
Medical Society committee on rehabilitation. The com- 
mittee is finding facts about the scope of the problem 
as it affects patients in hospitals and patients at home. 
It is obtaining detailed reports regarding the number 
of cases that can be cane for by present out-patient 
facilities in Windsor. When this information is gathered 
definite recommendations will be presented. 
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Dr. Donald Hunter of the London Hospital Medical 
School is the Sims Commonwealth Lecturer. He visited 
Toronto from October 25 to November 3. During this 
time he was present at the final year theatre clinic and 
the pathological conference. He also addressed the medi- 
cal staff meeting of the Toronto General Hospital. His 
chief interest is Industrial Medicine. 


Professor R. Heim de Balsac, cardiologist from the 
Faculty of Medicine, University of Paris, France, was 
a recent visitor at the University of Toronto. 


The Donald C. Balfour Lecture in Surgery was de- 
livered by Robert Milnes Walker, M.S., F.R.C.S., pro- 
fessor of surgery, University of Bristol. His subject was 
“Portal Venous Obstruction.” 


Since July 1952, when the Disabled Persons Allow- 
ances Act came into effect, the Ontario government has 
paid $3,000,000 in benefits. After this year the federal 
government will pay half the cost of this service. The 
number of persons receiving payments up to a maxi- 
mum of $40 a month was 6,053 in September of this 
year, Thirty-six per cent of individuals assisted are suf- 
fering mental disabilities of a total and permanent char- 
acter, Paralysis, including polio cases, accounts for 21%; 
crippling heart conditions for 10%; arthritis for 9% 
and other diseases for 24%. Those who are assisted live 
at home. 


The sixty-third annual convention of the Association 
of Life Insurance Medical Directors held in Toronto was 
attended by two hundred physicians from Canada, United 
States and South America. 


The Medical Alumni Association of the Hospital for 
Sick Children met for two days in Toronto. The follow- 
ing papers were given: Obesity in Childhood, Dr. M. J. 
O’Brien; Use of Amphetamine in Behaviour Disorders, 
Dr. D. A. Cram, London, Ont.; Immediate Treatment of 
Ingestion Burns, Dr. B. Bradley; The Use of Hydro- 
cortisone Ointment in Dermatology, Dr. R. C. Smith; 
Results of Replacement Tranfusion in Erythroblastosis 
Foetalis, Dr. K. Alford, Buffalo; N.Y.; Pott’s Disease, a 
Twenty-year Follow-up of Two Cases, Dr. J. L. Mc- 
Donald, Adrenal Dysfunction in Infancy, Dr. W. L. 
Donohue; Changing Aspects of Medical Economics, Dr. 
R. M. Mitchell, Sudbury; Acute Spinal Epidural Abscess, 
Dr. A. M. Bryans, Kingston; Cayotorchidient. Dr. A. L. 
Chute and Dr. R. M. Wansborough; Pediatric Applica- 
tions of Largactil, Dr. Code Smith; Thrombopenia, Dr. 
J. M. Darte; Epidemic Diarrhoea due to E. coli, Dr. 
W. Fugiwara. 


Dr. Virginia Apgar, professor of anzsthesiology, 
- Columbia University, and director of clinical anesthesia, 
Presbyterian Hospital, New York, addressed a group at 
the Academy of Medicine, Toronto, on resuscitation of 
infants. She came to Toronto at the invitation of the 
medical staff of the Women’s College Hospital. 


Dr. Harvey Agnew was elected president of the Ontario 
Hospital Association at its thirtieth annual convention. 
Mr. Arthur Swanson, superintendent of Toronto Western 
Hospital, was given the George Finlay Stephens 
Memorial award, presented annually to the person who 
has offered the most noteworthy service in the field of 
hospital administration during the past year. 

The theme of the convention was Efficiency with 
Economy. Hon. Paul Martin suggested greater use of 
existing facilities for acute cases and less use for chronic 
cases, greater development of out-patient departments 
and more concentration on preventive methods. Mr. 
MclIntvre Hood, Oshawa, urged hospitals not to work 
behind a cloud of secrecy, refusing information about 
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their affairs to the public until they appeal for money 
for support. Dr. R. M. Mitchell, Sudbury, warned against 
the tendency to buy unnecessary expensive equipment. 


Three hundred secondary school students attended a 
session where opportunities for various types of hos- 
pital work were described to them. 


The Guide to Hospital Building in Ontario has been 
released by the Department of Health. The guide is 
a 307-page hard cover book prepared by a committee of 
three architects and two doctors. They were E. R. 
Arthur, chairman, Dr. Harvey Agnew, D. E. Catto, Dr. 
K. E. Hollis and J. B. Parkin. The guide deals in detail 
with the general hospital of 200 beds, but shows the 
economic ways of building each type of facility for 
hospitals from 50 to 200 beds. The committee took pains 
to avoid including plans of complete hospitals. Instead 
only plans of departments and rooms are given. They 
state that the existence of: such stock plans for hos- 
pitals has been largely responsible for the retarding of 
progressive design. 

The Hospitalization Morbidity Survey was released 
at the same time. This report shows that almost 40% 
of patients in public general hospitals were paying their 
own hospital bills without the assistance of any prepaid 
health insurance scheme in 1951. Blue Cross plan partici- 
pants included 31% of the cases. Profit insurance schemes 
cared for 15% of patients. 


The average stay in hospital was 9.9 days for those 
who paid their own way; it was 9.1 days for Blue Cross 
patients and 7.5 days for patients for whom the Blue 
Cross paid half the bill. Patients classed as “floaters and 
transients” averaged 40.6 days in hospital. Provincial and 
municipal indigents stayed 26 and 22 days respectively. 
Department of Veterans’ Affairs cases stayed 20 days. 
But there were 2,114 patients over 55 years of age who 
stayed more than three months in general hospitals. 
This group formed only six-tenths of 1% of the total 
cases, yet took up more than 10% of the total days of 
care. Almost 60% of this group were indigent. The 
longest stay for any one patient was a case of cerebral 
thrombosis who was in hospital more than 13 years. 


The Building Guide and the Hospitalization Survey 
will form the ground work for a master plan for hos- 
pitals which is being considered by the Department of 
Health. Hospital construction in the future will likely 
be considered in terms of general hospitals, chronic treat- 
ment hospitals and homes for the aged. A master plan 
for hospitals is being considered which would cut the 
province into four university districts. A committee on 
hospitals is to be set up along the same lines as the 
cancer foundation. This will require legislation. 


LimuIAN A. CHASE 


QUEBEC 


An extremely interesting exhibition was on display in 
the McGill University Library last month, in commemora- 
tion of the 750th anniversary of the death of Moses 
Maimonides. The influence of Maimonides in medicine, 
philosophy and theology has been deep and permanent. 
In wnchicuie he might well be called a second Hippo- 
crates. The so-called “Prayer of Maimonides”, which re- 
flects the spirit of the Hippocratic Oath so closely, was 
not written by him, but was the direct result of his 
influence, centuries later, on Marcus Hertz of Berlin. A 
beautifully illuminated manuscript copy of it was shown 
in this exhibition. 

Maimonides was born in Cordova, Spain, in 1135, 
and his wanderings to escape from persecution took him 
far afield. He died in Cairo in 1204 and his body was 
later taken to Tiberias in Palestine. “From Moses unto 
Moses there arose not one like Moses” has been the 
verdict of posterity. 

The collection was brought together by Dr. Mordecai 
Etziony of Montreal whose researches in Hebrew litera- 
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ture are well known. Some of the exhibits brought 
memories of the late war. One was an edition of the 
works of Maimonides, published after the war by a 
German rabbi, who had vowed that if he survived his 
concentration camp he would strive to make the writings 
of Maimonides better known. 


SASKATCHEWAN 


Dr. W. S. Lindsay, Dean of the College of Medicine 
from 1926 to 1952, at the University of Saskatchewan, 
was recently honoured during the Convention of the 
College of Physicians and Surgeons of this province. 
Recognition from former students and colleagues came 
in the form of a lite-size portrait of Dr. Lindsay which 
was presented to the University. His former associates 
and students also provided the University with the dies 
and funds for a Lindsay gold medal award for profi- 
ciency to be awarded annually to the outstanding gradu- 
ate of each graduating class in medicine. 

In making the presentation Dr. J. F. C. Anderson 
stated, “We owe much to Dean Lindsay’s persuasive and 
persistent work in setting forth the needs and the re- 
quirements of and for the full medical course at the 
University of Saskatchewan.” Dr. Lindsay came to. the 
University in 1919, at a time when an increasing num- 
ber of students were attending the University before pro- 
ceeding to medical courses elsewhere. In 1926, the Uni- 
versity established the School of Medical Sciences under 
his supervision. A native of Halifax, he graduated from 
Edinburgh in 1912, and did postgraduate work in Lon- 
don until the outbreak of the first world war when he 
took command of a mobile field laboratory. 


Eight Saskatchewan doctors were honoured with 
Senior Life Membership Certificates in the College of 
Physicians and Surgeons of Saskatchewan when Dr. J. 
B. Ritchie, President of Council, presented certificates to 
the following: Dr. W. D. Brace, Sutherland; Dr. G. L. 
Cooke, Lloydminster; Dr. J. E. Kiteley, Riverhurst; Dr. 
H. J. Schmitt, Arborfield; Dr. R. McAllister, Regina; Dr. 
J. R. Pare, Duck Lake; Dr. E. A. Shaw, Prince Albert; 
and Dr. A. Soucy, Gravelbourg. 


The Saskatchewan Division of the Canadian Cancer 
Society has founded an annual Lectureship to be known 
as the Munroe Lecture in honour of Dr. F. D. Munroe, 
Provincial Minister of Public Health from 1929 to 1934. 
The first Munroe Lecture was given in Saskatoon on 
October 5, when Dr. H. -E. Rawlinson, Professor of 
Anatomy, University of Alberta, spoke on the problems 
in progress in ‘cancer research. This Lectureship marks 
the wisdom and foresight of Dr. Munroe who was re- 
sponsible for the first legislation intended to control 
cancer. In 1930, Dr. Munroe introduced a bill in the 
legislation which became the Saskatchewan Cancer 
Commission Act, and this was the first legislation to be 
passed by any parliamentary body in the Common- 
wealth towards the control of cancer. Dr. Munroe also 
served as chairman of the first Cancer Commission in 
the province from 1930 to 1934. 


The annual convention of the College, held this year 
at the Bessborough Hotel, Saskatoon, was a tremendous 
success—and in fact was the biggest, so we are told, in 
the College’s history. There was a total registration of 
325 doctors and 151 medical wives. Several successful 
innovations were introduced and it is understood these 
new ideas will continue to be used in our convention 
planning. 

Great credit is due to the Saskatoon and District Medi- 
cal Society. 


Word has been received to the effect that Dr. David 
Arnott of London, Ontario, lost his Appeal to the 
Supreme Court of Canada to restore the $7,000.00 
damages awarded him in a Saskatchewan Court. 
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Dr. Arnott was awarded the damages in the Saskatche- 
wan Court of Queen’s Bench from the College of Phy- 
sicians and Surgeons of Saskatchewan. This award was 
overthrown in the Saskatchewan Court of Appeal and 
this decision has been upheld by the Supreme Court. 

G. W. PEacock 


NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


The Second Annual Conference of Senior Naval Medi- 
ca] Officers was held in Naval Headquarters in Ottawa 
on November 1 and 2, 1954. The conference was under 
the chairmanship of Surgeon Commodore E. H. Lee, 
C.D., Q.H.P., Medical Director General of the Royal 
Canadian Navy. Attending the conference were: Surgeon 
T. B. McLean, C.D., Command Medical Officer, Pacific 
Coast; Acting Surgeon Captain F. G. W. MacHattie, 
C.D., Command Medical Officer, Atlantic Coast; Surgeon 
Commander G. W. Chapman, C.D., Deputy Medical 
Director General; Surgeon Commander W. J. Elliot, C.D., 
Principal Medical Officer, R.C.N. Hospital, H.M.C.S. 
Stadacona, Halifax, Nova Scotia; Surgeon Commander 
J. W. Rogers, Principal Medical Officer, R.C.N. Hospital, 
Cornwallis, Nova Scotia; Surgeon Lieutenant Commander 
J. H. Fleming, R.C.N. Hospital, Esquimalt, B.C.; and 
Surgeon Lieutenant Commander W. C. Wood, Staff 
Medical Officer of the Commanding Officer Naval Divi- 
sions, Hamilton, Ontario. In attendance also was the 
Executive Assistant to the Medical Director General, 
Lieutenant Commander (M.A.D.) S. T. Richards, C.D., 
R.C.N. The Secretary was Sub Lieutenant (M.A.D.) R. 
C. Morris, R.C.N. 


Brigadier K. A. Hunter, O.B.E., C.D., Q.H.P., M.D., 
D.G.M.S. (Army), attended the 12th Annual Meeting of 
the Association of Canadian Medical Colleges held at 
Winnipeg General Hospital, Winnipeg. 


Lieutenant-Colonel H. M. Stephen has retired from 
the Canadian Army (Regular) and has been appointed 
registrar of the Medical Council of Canada. Before his 
retirement, Lieutenant-Colonel Stephen was a member 
of the D.G.M.S. staff in charge of preventive . medicine 
and hygiene. This appointment was taken over by 
Lieutenant-Colonel W. R. I. Slack, who was formerly 
Area Medical Officer, Eastern Ontario Area. 


Lieutenant-Colonel C. B. Caswell and Major D. H. M. 
Hall are attending courses at the University of Toronto. 
Lieutenant-Colonel Caswell is taking the course in in- 
dustrial medicine while Major Hall is taking the course 
in hospital administration. 


The annual D.G.M.S. conference was held at Army 
Headquarters on November 3, 4 and 5, 1954. Command 
Medical Officers, the R.C.A.M.C. Liaison Officer, Wash- 
ington, U.S.A., and the Officer Commanding, the 
R.C.A.M.C, School, Camp Borden, were in attendance. 


The Fifth Annual Meeting of R.C.A.F. Staff Officers 
Medical Services was held at Air Force Headquarters, 
Ottawa, on November 15, 16, and 17 under the chair- 
manship of Air Commodore A. A. G. Corbet, Director 
General Medical Services (Air). The meeting was at- 
tended by Staff Officers Medical Services from all 
R.C.A.F. Command Headquarters and by Group Captain 
D. G. M. Nelson, Commanding Officer, Institute of 
Aviation Medicine. 


The R.C.A.F. designation Director of Medical Services 
(Air) has been replaced by the designation Director 
General Medical Services (Air). 
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NEWS AND NOTES 


B.M.A.-C.M.A.-O.M.A. MEETING, 
TORONTO, JUNE 1955 


The planning of this conjoint meeting is going ahead, 
and the broad lines of the programme are now known. 
Even at this early stage, we can promise participants 
some outstanding attractions in the way of visiting medi- 
cal speakers, though the complete list has yet to be put 
in final form. 

From Monday, June 20, to Friday, June 24, the day 
will begin with a choice of four round table conferences 
from 9 to 10.15 a.m. each day. These will be followed 
by a plenary or general session from 10.30 to 12.15 p.m. 
on a topic of wide interest, with speakers delivering 
20 to 30 minute papers. Afternoons from 2.15 to 5.15 
will be mainly devoted to sectional meetings, but there 
will be one highly attractive general item, a symposium 
on the National Health Service in the United Kingdom, 
in which the organization and operation of various parts 
of the Service will be explained. 


C.M.A.-B.M.A. PRESIDENT-ELECT 
AT COLUMBIA UNIVERSITY 


At the request of the British Medical Association, the 
President-Elect of the British and Canadian Medical 
Associations, Dr. T. C. Routley, carried the greetings 
of the B.M.A. to Columbia University, New York, on 
the occasion of their 200th anniversary celebration. 

Dr. Routley attended the Bicentennial Convocation of 
the University in the Cathedral of St. John the Divine, 
New York City, on Sunday, October 31, 1954, when 
honorary degrees were conferred on many distinguished 
visitors. Undoubtedly the highlight of the ceremony was 
the conferring of the degree of Doctor of Laws on Her 
Majesty Queen Elizabeth, the Queen Mother, who was 
greeted with immense enthusiasm by the 8,000 people 
present, while a crowd of 100,000 jammed the ap- 
proaches to the Cathedral. 

After the ceremony, the delegates from foreign uni- 
versities and learned societies were received in the 
Rotunda of the Low Memorial Library by the President 
of Columbia University, to whom Dr. Routley presented 
a handsome scroll bearing the following greeting from 
the British Medical Association, the only national medical 
body represented:— 


On behalf of the British Medical Association founded 
in the year 1832 and composed of some 67,000 members 
in the United Kingdom and overseas, we have the honour 
to express cordial congratulations to Columbia Uni- 
versity in the City of New York on the occasion of the 
two hundredth anniversary of the grant of its original 
charter by King George II. 

We applaud the achievements of the University 
throughout two centuries in many branches of learning; 
and, having as the first object of our Association the pro- 
motion of the medical and allied sciences, we record 
our particular appreciation of the contribution of the 
University in this field since the institution of the Medi- 
cal Faculty of King’s College in 1767, and our admira- 
tion of the work of the Columbia Presbyterian Medical 
Center of more recent foundation. New knowledge in 
medicine being contained by no National frontier, the 
beneficent influence of this great Institution for medical 
research, teaching and practice is exercised far beyond 
the confines of the American Continent. 

We offer grateful thanks for the opportunity of par- 
ticipating in the Anniversary Convocation of 3lst 
October, when our Association will be represented by its 
distinguished President-Elect, Thomas Clarence Routley, 
Commander of the Most Excellent Order of the British 
Empire, Doctor of Laws, Doctor of Medicine and Fellow 
of the Royal College of Physicians of Canada. 

May ever increasing prosperity attend Columbia Uni- 
versity in its manifold endeavours for the advancement 
of learning and the service of mankind. 


(Continued on page 70 of the advertising section) 
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BOOK REVIEWS 


THE HYPERTENSIVE DISORDERS 
OF PREGNANCY 


E. W. Page, Associate Professor of Obstetrics 
and Gynxcology, University of California School 
of Medicine, San Francisco, California. 120 pp. 
$4.25. Charles C. Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1953. 


Anyone who has to care for pregnant women will benefit 
from reading this monograph, which is divided into three 
parts. In the first part, the clinical factors and therapy 
of the hypertensive disorders of pregnancy are discussed; 
in the second, physiological and biochemical factors are 
described; in the third, the author speculates on the 
etiology of toxemia of pregnancy, with particular refer- 
ence to his own theory, set out as follows: 


“A number of extrinsic and intrinsic factors may im- 
pair the nutrition of the placenta rather acutely, usually 
by decreasing the maternal blood supply to the gravid 
uterus. In response to this ischemia, oe placenta alters 
its function in some way and either secretes or releases 
into the maternal blood stream one or more chemical 
substances which cause the toxemia of pregnancy in 
susceptible subjects. Susceptibility may be the result of 
sodium retention.” 


The first chapter is packed with good advice. The 
only means of prophylaxis of toxemia of pregnancy is 
shown to be the restriction of sodium intake. Each preg- 
nant woman should be asked to arrange a diet high in 
protein but low in salt and then supplement that diet 
with well balanced multi-vitamin, multi-mineral prep- 
arations containing the known factors essential for health. 
The author reproduces an interesting table of “insurance 
premiums against toxemia” payable by various types 
of pregnant women. For a $100 insurance, the tariff 
would range from 75 cents for tall thin multipare to 
$95 for obese, diabetic, chronic hypertensive women with 
twins. 


In treatment, it is stressed that temporizing in severe 
pre-eclampsia is unjustified, but that the moment a con- 
vulsion occurs the patient is no longer suitable for 
surgery. The use of Dilantin in pre-eclampsia is advised, 
and the use of morphine or too heavy a dosage of seda- 
tives in eclampsia condemned. 

“Eclampsia,” says Page, “is a terrifying experience for 
all concerned, but with intelligent, painstaking modera- 
tion in management—irrespective of the method selected 
for control of the convulsions—less than one in 20 pa- 
tients should die.” 


DISEASES OF THE LIVER 


M. A. Spellberg, Associate Professor of Clinical 
Medicine, University of Illinois School of Medi- 
cine; Associate Attending Physician, Depart- 
ment of Medicine, Michael Reese Hospital, 
Chicago, Illinois. 646 pp. illust. $18.25. Grune 
& Stratton, New York; The Ryerson Press, 
Toronto, 1954. 


A reader who dislikes the double column page is likely 
to approach this book with misgivings. Yet the style is 
straightforward and lucid, the figures and charts deals 
made up, the printing well done and some of the 
coloured illustrations almost dazzling. Unless such a 
reader is irredeemably prejudiced he will admit that 
this publication is worthy of a prominent place in the 
growing list of texts that have to do with diseases of 
the liver. 

Since the liver is to some extent a microcosm of the 
whole body, anyone undertaking to write about it must 
confine himself to certain aspects of his problem. This 
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author has chosen to put the emphasis on the clinician’s 
view-point without ignoring or slighting the importance 
of the laboratory. He seems to be anxious at all times 
to keep his theories and explanations within the range 
of comprehension of the average practitioner. Thus in 
the section on jaundice he first gives his classification— 
which is uncomplicated enough to be attractive—and 
then interprets the behaviour of the bile constituents 
with the guidance of the classification. The result is that 
most readers will be able to come quite through the 
polysyllabic wilderness of bile theorization without 
floundering although they may often move _haltingly. 
Again in the matter of liver function tests the author 
keeps close to their bedside importance. He gives the 
advocates of these tests sympathy and encouragement 
but he never loses sight of the patient’s welfare. Nor does 
he shrink from the conclusion that the final responsi- 
bility rests with the clinician and that it is pointless 
either to invoke or to curse the laboratory gods. 

The book is recommended with confidence—especially 
to the general practitioner. He can learn from it that 
among specialists and other savants the clinically useful 
eae of the liver is not greatly more than his own. 
It is always comforting to know that the procession has 
not yet disappeared from our ken. 


DISORDERS OF THE BLOOD 


Sir Lionel E. H. Whitby, Regius Professor of 
Physic in the University of Cambridge; and 
C. J. C. Britton, Physician and Hezmatologist 
to the Prince of Wales’s Hospital, London. 856 
pp. illust., 7th ed. $12.75. J. & A. Churchill 
Ltd., London W. 1; British Book Service 
(Canada) Ltd., Toronto 6, 1953. 


Bringing forth new editions of a comprehensive textbook 
of hzmatology calls for great industry and a high degree 
of discrimination. It is pleasant to record that in the 
seventh edition of this standard English work on blood 
disorders, Sir Lionel Whitby and Dr. Britton continue 
to give evidence of these necessary qualities. They have 
even contrived to bring their subject up to within a few 
months of publication date. A creditable attempt is made 
to straighten out the confusion in the subject of blood 
coagulation, and recent advances in the field of hzmor- 
rhagic diseases, such as the discovery of the Christmas 
factor, receive due attention. A new chapter is devoted 
to the biochemistry and cytochemistry of hzemopoiesis. 
Newer techniques in hematology are fully described, and 
recent changes in therapy have of course been incorpo- 
rated in this very reliable text. 


FACIAL DEFORMITIES AND 
PLASTIC SURGERY 


F. C. MacGreger and others. 230 pp. illust. 
$6.25. Charles C. Thomas, Springfield, IIll.; The 
Ryerson Press, Toronto, 1953. 


This small manual has been prepared by a group of 
authors. Typical case histories of children and adults with 
various types of facial deformities are discussed in great 
detail and the interplay between psychological, psychi- 
atric, and psychosocial aspects of the individual are cor- 
related. The detailed descriptions will be useful and 
constructive to social and educational workers whose 
daily duties involve the personal and family problems of 
these afflicted patients. 

Surgeons-in-training and those who have recently com- 
menced the practice of plastic surgery will find this 
monograph most helpful in acquiring insight into the 
problems of those with facial deformities, while the 
experienced plastic surgeon will have already become 


familiar with the reaction of patients to disfigurement 
and their desire for surgical treatment. 

The book is well printed and bound and its nerusal is 
to be recommended to the specialists mentioned. 
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YOU AND YOUR SKIN 


N. R. Goldsmith, Dermatologist, St. Joseph's 
Hospital, Lancaster, Pa. 148 pp. illust. $4.25. 
Charles C. Thomas, Springfield, IIl.; The Ryer- 
son Press, Toronto, 1953. 


Opinions may differ on the need for a popular health 
education book on skin disorders alone. It this necessity 
be conceded, Dr. Goldsmith’s book can be recommended 
as an easily read guide to skin diseases for the general 
public. The advice given is sound; by following it, the 
average lay reader will soon save the price of the book 
by cutting his purchase of such useless preparations as 
hair restorers. 


PEDIATRIE 


Collection Médico-Chirurgicale ad  Révision 
Annuelle. R. Debré et M. Lelong. Deux volumes 
reliés, 2,260 pp., figures. Les 2 volumes 14,500 
Frs. Les Editions Médicales Flammarion, 22, 
rue de Vaugirard, Paris, VIe, 1952. 


This is one of a series of medical and surgical treatises 
planned for annual additions and corrections. It has 
been written under the direction of two outstanding 
peediatric professors in Paris by 38 of their collaborators. 
The work is an absolute splendour from the point of 
view of the presentation (quality of paper, neatness of 
typography, richness of illustration, division of subject 
matter under headings), not to mention the clarity and 
elegance of style which is a feature of all French medi- 
cal texts and, for that matter, of any hospital externe’s 
case history in Paris. Many sections are so beautifully 
and completely done that one may safely place them 
above comparison with the analogues in any other 
pediatric text available in this country. Among these are 
the chapters on diseases of the nervous system (in which 
this reviewer recognizes the teaching of Stéphane 
—_. malignant diseases, syphilis and tuberculosis, 
skin, endocrine disorders, and blood dyscrasias (embody- 
ing the work of J.-P. Soulier and his group). The section 
on the treatment of tuberculous meningitis (written by 
H.-E. Brissaud) is a welcome feature inasmuch as one 
may gather from it how much farther ahead the 
European workers are than we in this connection. The 
section on congenital heart disease shows that the French 
have caught up with American workers in this -field. One 
amazing feature of this text is its nosographic complete- 
ness: there is not one rare disease which cannot be found 
discussed at least briefly. On the other hand the work 
has one great defect in the eyes of this reviewer: it is 
almost completely devoted to disease; the growth, super- 
vision and protection of the normal child are not dis- 
cussed; appraisal of mental development is only briefly 
alluded to. The section on the care and diseases of the 
newborn is too short and far from being up-to-date; 
pulmonary hyaline membrane disease is notably not even 
mentioned. Discussion of infantile diarrhoeal states is 
also very unsatisfactory. As for etiology of severe diar- 
rhoeas, one gets the impression from this and other con- 
tinental texts that the postulated existence of a mysterious 
intoxication of the central nervous system is a matter 
of doctrine, the intoxication being the cause of the meta- 
bolic disturbance instead of resulting from it. The latter 
view has enough suggestive evidence in its favour to 
deserve at least mention. Also missing are viruses and 
pathogenic strains of E. coli as causes of infantile diar- 
rhoea. As could be predicted, the discussion of feeding 
the normal infant is of no use to readers in this part of 
the world. Contagious diseases are not included, which 
would appear to be a serious defect in a pediatric text, 
but these are discussed in another volume of this series. 
To sum up, this work belongs in the library of any 
doctor who treats children and reads French, but can- 
not be recommended as a student’s textbook, both be- 
cause of its size and in view of our concept of peediatric 
teaching, which begins with the normal child. 
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EMERGENCY SURGERY 


H. Bailey, Emeritus Surgeon, Royal Northern 
Hospital, London; Senior Surgeon, St. Vincent's 
Clinic. 963 pp. illust., 6th ed. $20.00. John 
Wright and Sons Ltd., Bristol; The Macmillan 
Co. of Canada Ltd., Toronto, 1953. 


One reason for the continued popularity of this famous 
book is the capacity of the author to put himself in the 
position of the perplexed beginner in emergency surgery 
and to truly help and guide him toward correct diagnosis 
and appropriate treatment. Vivid personal experiences 
and a persuasive fluent literary manner combine to 
drive home the lessons he selects so wisely. It is fortu- 
nate that his assistant, Mr. Norman M. Matheson, and 
the four new contributors have been able to present their 
material in accord with Mr. Bailey’s individual style, and 
the usual unevenness found in books of multiple author- 
ship is minimized. 

Fellowship candidates, interns and surgeons beginning 
practice should be specially helped by this new edition. 


EXTRASYSTOLES AND ALLIED 
ARRHYTHMIAS 


D. Scherf, Associate Professor of Medicine, New 
York Medical College; and A. Schott, Medical 
Officer in Charge of the Cardiographic De- 
partment, Queen Mary’s Hospital for the East 
End, London. 531 pp. illust. $13.00. William 
Heinemann Medical Books Ltd., London; British 
Book Service (Canada) Ltd., Toronto 6, 1953. 


This book contains a wealth of information on the sub- 
ject, and obviously represents many years of exacting 
study. In spite of this, it will be of real value only to a 
comparatively small audience. 

Considerable space is devoted to historical aspects, 
both in a separate chapter and at the beginning of each 
section. The chapters dealin with parasystole, bigeminal 
rhythm, extrasystoles and drugs, extrasystoles and the 
nervous system, and the clinical aspects of extrasystoles 
contain numerous interesting and helpful bits of in- 
formation. 

On the whole, auricular flutter and fibrillation are less 
well considered. The experimental work which is quoted 
in great detail should afford physiologists and clinical 
investigators in this field a vulielin time-saving refer- 
ence manual. It is doubtful whether the dog electro- 
cardiograms reproduced with annoying frequency add 
much from the clinician’s standpoint. 

The book cannot be recommended for general prac- 
titioners or internists. In addition to investigators in the 
field, it should be available to those interested in electro- 
cardiography, insurance referees, etc. It is rather un- 
fortunate that the many interesting, practical points in 
this book are not available in more condensed form. 


CLINICAL ENDOCRINOLOGY 


A. W. Spence, St. Bartholomew’s Hospital, 
London. 696 pp. illust. $10.00. Cassell & 
Company Ltd., London; British Book Service 
.(Canada) Ltd., Toronto 6, 1958. 


The output of textbooks of endocrinology continues un- 
abated. The present work is written by a pace in 
London, England, is of moderate length, and is designed 
for the general physician and beginner in clinical en- 
docrinology. Emphasis. is therefore on clinical aspects 
throughout, with a minimum of physiological exposition. 
The style is straightforward and impersonal, without 
waste of words, and the subject is well covered. The un- 
fortunate drawback to this book is that the bibliography 
appears to end early in 1951; recent advances are there- 
fore not discussed. 
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THE HEART BEAT 


A. A. Luisada, Associate Professor of Medicine 
and Director, Division of Cardiology, The 
Chicago Medical School, under a Teaching 
Grant of the National Heart Institute, U.S. 
Public Health Service. 527 pp. illust. $12.00. 
Paul B. Hoeber, Inc., New York 16, N.Y., 1953. 


This book occupies a unique place among books related 
to the cardiovascular system. It brings together all the 
separate efforts that have accumulated in applying 
methods of the physiological laboratory to the study of 
clinical problems. Although quite a large book, it con- 
tains mainly the descriptions of apparatus and techniques 
and their scope of usetulness illustrated by well chosen 
examples. Each subject is introduced by reference to the 
principal contributions of the past. Often only the names 
of the contributors are mentioned without full critical dis- 
cussion of what the men and women did, but a good 
bibliography at the end of each chapter provides the 
references for further study. The main body of each 
chapter deals with the present status of each instrument 
or technique in the study of the cardiovascular system in 
health and disease. ; 

Moreover, the author has had extensive experience in 
the use of nearly all the methods he discusses, as judged 
by his contributions listed in the bibliographies. As the 
number of well equipped laboratories and the number 
of men engaged in cardiovascular research is increasing 
at a rapid rate, this book comes as a welcome addition 
to the “cardiac” shelf. The clinical cardiologist will find 
it useful as a guide to the valuation of methods which 
he has not yet employed, such as Kymography, Rheo- 
cardiography, Radiocardiography, Pneumatography, 
or Electrobronchography. In addition there are of 
course as sections on electrocardiography and phono- 
cardiography. 

There are few errors, remarkably few, for a book that 
treats of so many precise details. In table 4, labels of 
the two columns describing total duration and duration 
of the second phase of the first sound are transposed. 
He asserts that phonocardiography is “more perfect” 
than clinical auscultation. There are those who would 
doubt this or disagree with it. On the other hand he 
does state that the two techniques are inseparable, that 
one complements the other. This is the generally ac- 
cepted = of view. 

The format of the book, the print and the illustrations 
are a credit to the publisher. 


CANADA’S FOOD AND DRUG LAWS 


R. E. Curran, Legal Adviser to Canada’s De- 
partment of National Health and Welfare. 1138 
pp. $19.50. Commerce Clearing House, Inc., 
Chicago, 1953. 


For the first time, a complete one-volume presentation 
of Canadian legislation on food and drugs is available 
for consultation. The author, Robert E. Curran, Q.C. of 
Ottawa, is well-qualified to perform the vast and tedious 
task of assembling and commenting on the federal aud 
provincial laws by which the Canadian citizen is pro- 
tected against the perils of impure or unsuitable food 
and drugs. In order to bring some logical sequence into 
a chaotic mass of legislation, Mr. Curran has taken the 
Food and —— Act as the basic legislation, and con- 
sidered other food and drug statutes as related laws. 
Sufficient explanation of the statutes is given in the early 
chapters of the book to enable a layman to find his way 
about both federal and provincial laws. For practical 
purposes, January 1953 was taken as the cut-off date for 
inclusion of federal legislation and January 1952 for 
provincial legislation, but the 1953 “Act respecting Foed, 
Drugs, Cosmetics and Therapeutic Devices” is di ; 
and efforts have been made to include amendments up 
to the time of going to press. 

This has all the earmarks of a much-needed standard 
work with a long life before it. 
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REPORT OF THE MEDICAL RESEARCH 
COUNCIL FOR THE YEAR 1952-1953 


Committee of Privy Council for Medical Re- 
search. 269 pp. $1.70. Her Majesty’s Stationery 
Office, London, 1954. 


For a modest sum. this volume gives a conspectus of a 
wide field of medical research in Britain in 1952-53. 
Everyone working for that unique body, the Medical 
Research Council, or being financed by them, or aiding 
them with advice or money is listed, and there is also a 
formidable list of publications by all these people. 

The cream of the volume, however, is the section of 
45 pages entitled “Some aspects of medical research”, 
in which the highlights of the M.R.C. programme are 
discussed clearly, briefly and in highly readable prose, 
with occasional humorous touches. The account begins 
with a most revealing story of the part played by the 
physiologist in the conquest of Everest. It is clear that 
the help in respect of oxygen equipment, food supplies 
and protective clothing given by M.R.C. scientists was a 
potent factor in turning failure into success. Work on 
tissue grafting is discussed, with detailed consideration 
of homografts and their problems; reference is made to 
Dempster’s study of homoplastic a of whole 
kidneys, and to Rob’s bank of freeze-dried blood vessels. 
There is a good résumé of recent thinking on hyper- 
tension, a dampening report on ACTH and cortisone, a 
reference to hypothermia in surgery, and a fascinating 
note on studies of twins in medical research. 


DIAGNOSIS AND LOCALIZATION 
OF BRAIN TUMORS 


G. E. Moore, Markle Scholar in Medical 
Science; Director, Roswell Park Memorial 
Institute; Associate Professor, Department of 
Surgery, Buffalo University School of Medi- 
cine, Buffalo, N.Y. 217 pp. illust. $11.50. 
Charles C. Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1953. 


It is recognized that the methods of diagnosing and local- 
izing intracranial tumours are still unsatisfactory. This 
book brings one up to date in the use of radioactive 
tracer substances as a means of diagnosing and localizin 
brain tumours. It is well written and well illustrated, an 
although the method is still in a highly experimental 
stage, there is great hope. that these tumours may 
not only be localized, but eventually treated by these 
methods. This book will be of great interest to radi- 
ologists and those working with radioactive tracer sub- 
stances. However, it will have little interest for the 
average neurologist and neurosurgeon or clinician other 
than as a reference book. 


THE RADIOLOGY OF BONES 
AND JOINTS 


J. F. Brailsford, Hunterian Professor, Royal 
College of Surgeons, England, 1934-5, 1943-4; 
Founder and First President of The British 
Association of Radiologists (now the Faculty 
of Radiologists). 875 pp. illust., 5th ed., $18.00. 
J. & A. Churchill Ltd., London W. 1; British 
Book Service (Canada) Ltd., Toronto 6, 1953. 


The author has extended the title of the fifth edition of 
this book, adding the subtitle “an Introduction to the 
Study of Tumours and other Diseases of Bone,” since, as 
he states, most bone lesions today are subjected primarily 
to radiography. The new edition upholds the excellent 
status in which this book is held by those familiar with 
the previous editions. Approximately one hundred pages 
of text have been added and nearly two hundred more 
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illustrations, about half of which are replacements of 
better quality. The many line drawings and illustrations, 
the majority of the latter being positive prints, are, again, 
of superior quality. The arrangement of the contents 
remains unchanged, based on a regional anatomical 
sequence, with sections on dental radiography, develop- 
mental abnormalities and dystrophies, generalized dis- 
eases of skeleton, granulomata of bone and _ bone 
tumours. Normal anatomy and ossification are included, 
as well as brief passages on technique. The revision ot 
the sections is largely based on follow-up investigation of 
cases. This book is probably of most value as a reference 
text in radiology of bone and joint lesions, rather than 
as a standard textbook for study. 


MANUAL OF UROLOGY 


A. W. Badenoch, Surgeon to St. Peter's Hos- 
pital for Stone and other Genito-Urinary Dis- 
eases; Assistant Surgeon to the Royal Hospital 
of St. Bartholomew. 555 pp. illust. $21.00. 
William Heinemann Medical Books Ltd., 
London; British Book Service (Canada) Ltd., 
Toronto 6, 1953. 


The intention of the author in preparing this manual was 
to give an account of the essentials of urology rather 
than to provide an exhaustive treatise. The manual is 
therefore suitable for general surgeons who occasionally 
need to enter this field, and as an introduction to the 
subject for those intending to become full-time urologists. 
Descriptions of clinical features, pathology and treatment 
are brief and to the point. A special feature of this. book 
is the large number of illustrations, mostly excellently 
reproduced radiographs. The standard of production of 
the book is high, though a number of misprints have 
crept in—“albuminurea,” “seminal vesicals,” “symphisis,” 
“Denonvillier” (for Denonvilliers)—and one German 
reference contains five errors. The style is workmanlike 
and plain, with occasional nice touches of humour, such 
as the sentence on foreign bodies in the bladder, “Blades 
of grass and ears of corn have been found, but the two 
most outré of all biological objects would appear to be 
three caudal vertebree of a squirrel and 18 in. of a 
decapitated grass snake, each of which has been removed 
from the male bladder.” 


This book is recommended as a straightforward and 
reliable introduction to urology. 


SURGICAL INFECTIONS 


E. J. Pulaski, Lieutenant-Colonel, Medical 
Corps, United States Army; Deputy Director, 
Division of Surgery, Walter Reed Army Medical 
Centre. 332 pp. illust. $8.50. Charles C. 
Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1954. 


In this well-written book the reader will find a valu- 
able summary of the present position of antibiotic therapy 
with a useful review of the properties, toxic features 
and modes of administration of the antibiotics in current 
use. Throughout the book the author emphasizes the 
fact that in surgical infections antibiotics achieve their 
greatest effectiveness when they are used in combination 
with surgical measures of established worth. 


In the second part of the book the author deals with 
the various types of surgical infections in some detail and 
clearly outlines their full therapy, both surgical and anti- 
biotic. The literature on the treatment of infections is 
well reviewed in this book and there is a generous list 
of references. 


Published at a time when the problem of hospital 
infection is becoming a serious one throughout the world 
and when the incidence of “resistant” organisms is 
steadily increasing, this book will be of value to all 
practitioners. 
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CIBA FOUNDATION COLLOQUIA 
ON ENDOCRINOLOGY 


G. E. W. Wolstenholme, General Editor for 
the Ciba Foundation. Vol. 6. 350 pp. illust. 
$6.00. J. & A. Churchill Ltd., London, W. 1; 
British Book Service (Canada) Ltd., Toronto 6, 
1953. 


This is a very useful book for all concerned in investiga- 
tions in the field of endocrinology. It consists of a series 
of 24 articles, given in one of the well-known Ciba 
Foundation Colloquia (June 30 to July 3, 1952), in the 
form of either reviews or of communications of original 
work, on aspects of carbohydrate metabolism with 
particular reference to the influence of hormonal factors. 
The articles are separated into six groups, under the fol- 
lowing headings: (1) enzyme systems concerned in 
carbohydrate metabolism, (2) hormonal control of inter- 
conversion of carbohydrate, protein and fat, (3) influence 
of the adrenal cortex on carbohydrate metabolism, (4) 
hormonal control of glycogen storage, (5) influence of 
insulin on carbohydrate metabolism, (6) sex hormones, 
pregnancy and carbohydrate metabolism. The articles are 
clear and brief, and each is followed by a discussion 
which is often most valuable and illuminating, throwing 
into prominence the theoretical and practical problems 
at issue, and making points of considerable importance 
to the investigator. The articles are communieated by 
well-known investigators and the discussions contain 
contributions from a fair proportion of the 45  par- 
ticipants. The book should certainly be in the hands 
of all those interested in the enzyme mechanisms in- 
volved in carbohydrate metabolism, and in the elucida- 
tion of the mode of action of insulin, growth hormone, 
steroids and other hormonal factors that affect carbo- 
hydrate metabolism. 


MEDICINE 


Edited by H. G. Garland, Physician in charge, 
Department of Neurology, General Infirmary at 
Leeds; and W. Phillips, Senior Physician in 
charge of Cardiac Department, Cardiff Royal 


Infirmary. Vols. I and II, 2,146 pp. illust. 


$23.00 per set of two volumes. The Macmillan 
Co. of Canada Ltd., Toronto, 1958. 


Most standard one-volume textbooks of medicine attempt 
to present an authoritative discussion of the diseases 
which comprise internal medicine. In addition, the 
present editors and authors have attempted to redefine 
the purpose, the aim and the social function of medicine. 
The social aspects of disease are stressed throughout. The 
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result is a two-volume work of 2,146 pages. The 32 sec- 
tions of Volume I range from the Social Aspects of the 
Etiology of Disease and The Principles of Diagnosis in 
Disorders of Children to Psychoneuroses, Rehabilitation 
and Aviation Medicine. The sections of Volume II are 
devoted to diseases of 8 systems (digestive, nervous, 
locomotor, hemopoietic, reticulo-endothelial, cardio- 
vascular, respiratory, urinary). It is not clear why these 
particular systems were selected for a separate volume. 
Individual sections are well written, and the illustrations 
are good. However the attempt to integrate the impact 
of scientific medicine and the social sciences on medical 
peneites will not likely be effective. Few students will 

ave the time or patience to read a work of this length 
and busy practitioners will turn to texts and monographs 
where authoritative information is more readily available. 


A SURGEON REMEMBERS 


G. Sava. 254 pp. $3.50. Faber and Faber 
Limited, London; British Book Service (Canada) 
Ltd., Toronto 6, Canada, 1953. 


Those familiar with the popular works of this author, 
stated to be a surgeon in London, England, will know 
what to expect from the present volume—surgery at its 
most dramatic and bizarre, with nothing happening in 
textbook fashion. 

Mr. Sava devotes his present volume to a discussion of 
cases illustrating what he calls his “transgressions” or 
“indiscretions” as a surgeon; some of these are, as he 
admits in his prologue, trivial enough. 


BEYOND THE GERM THEORY 


I. Galdston, Editor. 182 pp. illust. $4.00. Health 
Education Council, New York, 1954. 


In this series of essays, which stem from papers read at 
the 12th Annual Eastern States Health Education 
Conference sponsored by the New York Academy of 
Medicine, the theme of multiple causation of disease is 
developed with special reference to the two factors of 
deprivation and stress. The title is intended to express the 
idea that, now that infection is well on the way to being 
conquered, greater attention must be given to the roles 
of deprivation (nutritional or emotional) and stress—in- 
cluding social stresses—in producing ill-health. In dis- 
cussions of these factors, representing an extension of the 
concept of homeeostasis, the essayists show the applica- 
tions of the idea to the prevention and treatment of dis- 
ease. 
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focusing and framing in precision picture making. 
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For further information see your Kodak dealer or write 
for literature: 


CANADIAN KODAK CO., LIMITED 


Toronto 9, Ontario 


- 
a 
ra 


Price is subject to change without notice, 






649 






















650 Book REvIEws 


PHYSIOLOGY AND BIOCHEMISTRY 
OF THE SKIN 


S. Rothman, Prefessor of Dermatology, Uni- 
versity of Chicago. 741 pp. illust. $19.50. The 
University of Chicago Press, Chicago 37; Uni- 
versity of Toronto Press, Toronto, 1954. 


Dermatologists have been patiently scanning the inter- 
stellar spaces of the publishing firmament tor the long 
anticipated appearance of a reterence work on the bio- 
logical fundamentals of the skin. This first magnitude 
star has at last swung into view. The University of 
Chicago’s Stephen Rothman, with scholarly, searching 
industry and with careful compilation and arrangement, 
has produced a monumental volume on the physiology 
and biochemistry of the skin. 

For fifty years the roots of dermatology were sustained 
in a shallow, relatively barren stratum, a_ persisting 
product of which existence is the superficial external 
dermato-morphological nomenclature still in vogue. The 
past quarter-century, however, has seen the roots push 
deeply and widely into the underlying rich soil of basic 
biological processes. With this has accumulated a rapidly 
increasing volume of fundamental data on the physiology 
and pathology of the skin. It has become increasingly 
difficult to sort out this material. The need for someone 
to undertake the enormous task of compiling it had be- 
come acute. 

Reference to standard textbooks reveals the almost 
niggardly attention given to the biology of the skin. The 
corrective impact of Rothman’s effort on this unsatis- 
factory state should become evident as new editions of 
these textbooks are published. For example, that essential 
component of the skin, the sebaceous gland, which re- 
ceives scant notice in standard textbooks, occupies 47 
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fact-packed pages in Rothman’s volume. The narrative of 
the book is richly supplemented with numerous visually 
effective graphs, tables, and illustrations. 

The index of a biological reference book is the “Open, 
Sesame!” to the rich treasure house of factual minutie. 
Its detailed completeness and arrangement determines 
the facility with which the searching student finds his 
way to the desired datum. Although Rothman’s store- 
house is brimfull, occasionally the index directs one along 
a circuitous route to a specific object. This situation can 
be readily corrected in the next edition—for a next edi- 
tion there most certainly will be! Rothman has produced 
a reference which undoubtedly will establish itself im- 
mediately as the standard English-language guide in the 
field of physiology and biochemistry of the skin. 


THE MEGALOBLASTIC ANAEMIAS 


L. J. Davis, Muirhead Professor of Medicine in 
the University of Glasgow; and A. Brown, 
Senior Lecturer in Medicine in the University 
of Glasgow. 113 pp. illust. $3.00. Charles C. 
Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1958. 


The great interest in the megaloblastic anzemias which 
has long been shown by Professor L. J. Davis and his 
colleagues in the University of Glasgow is well known. 
Their present monograph is addressed to the general 
physician and contains all that the latter need to know 
of the subject, presented in impeccable style. A careful 
reading of its pages should help practitioners to modify 
the authors’ statement that “the vast quantities of liver 
extracts and similar preparations that are sold’ each 
year can bear little relation to the legitimate need for 
these substances”. 





Sobotta-Uhlenhuth 


ATLAS OF DESCRIPTIVE HUMAN ANATOMY 


Revised Edition 1954 


Translated from the latest German edition by 
DR. EDUARD UHLENHUTH Professor of Anatomy, University of Maryland, School of Medicine. 


VOLUME I Regions—Skeleton—Ligaments—Joints and Muscles. 


180 color plates, 226 illustrations. 


$15.00 


VOLUME II Digestive System—-Respiratory System—Urogenital System— 


Vascular System—The Heart. 


110 color plates, 133 illustrations. 


$12.50 


VOLUME III Vascular and Nervous System—Lymphatic Vessels—Sensory 


Organs including the skin. 
164 color plates, 209 illustrations. 


$17.50 


A special price of $40.00 will be granted to customers ordering complete sets 


(volumes I-III together). 
Special discounts to the trade. 


Schedule on request. 


HAFNER PUBLISHING COMPANY 


3 East 10th St., New York 3,N.Y. 
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IN PERNICIOUS ANAEMIA 


LIVER EXTRACT INJECTABLE 


Liver Extract Injectable provides a thoroughly dependable form of 
treatment. The preparation of highly purified extracts of liver has been a subject 
of research studies in laboratories and clinics of the University of Toronto for 


more than 20 years. . 


An objective of these studies has been to retain in the extract the anti- 
anaemia factors of beef liver and to eliminate therefrom other material which 
might be reaction-producing and which is not necessary for remission of the 


disease. 


The success of the studies is evidenced by the fact that a dose of Liver 
Extract Injectable “Connaught”, suitable for intramuscular administration once 


in each three-week period, contains less than seventy milligrams of organic solid. 


Liver Extract Injectable, 20 micrograms of Vitamin Bi: per cc.. 
derived solely from beef liver and tested clinically and by biological 
assay, is available from the Laboratories in 5-cc. and 10-cc. vials. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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A New Three Volume Work 
of the Widest Scope 


INDUSTRIAL = MEDICINE 
AND HYGIENE 


Edited by E. R. A. MEREWETHER 


C.B.E., O.St.J., M.D., F.R.C.P., D.I.H., F.R.S.Ed., 
BARRISTER-AT-LAW; H. M. SENIOR MEDICAL 
INSPECTOR OF FACTORIES, MINISTRY OF 
LABOUR AND NATIONAL SERVICE; CHIEF 
MEDICAL ADVISER, MINISTRY OF AGRICUL- 
TURE AND FISHERIES. 


With a foreword by 


The Rt. Hon. LORD HORDER 
G.C.V.O., M.D., F.R.C.P. 


Industrial medicine has become recognized 
over the last twenty-five years as a specialty of 
steadily increasing importance—the result of 
advances in every branch of medicine and the 
manifold achievements of industrial research. 
This progress, coupled with the full recognition 
by managements of their official responsibili- 
ties as to the health, safety and welfare of the 
worker in his daily environment has greatly 
stimulated the work of those involved in this 
vast subject. 


The appearance of this completely compre- 
hensive work, which takes in every branch of 
industrial and occupational medicine, is 
therefore particularly opportune, for it makes 
use of many sources of expert modern knowl- 
edge and experience, in addition to those that 
are purely medical. The whole field is covered 
by a team of experts, each dealing with the 
aspect in which he or she specializes. 






In Three Volumes Fully Illustrated 
$37.50 net per set delivered 


Voiumes I and Ii Published 
Volume III Ready Shortly 
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TWENTY-FIVE YEARS 1929-1954 (The Story 
of the Royal College of Obstetricians 
and Gynecologists) 


Sir W. F. Shaw, President 1938-43 and First 
Hon. Secretary of the College. 192 pp. illust. 
21/- net. J. & A. Churchill Ltd., London, W. 1; 
British Book Service (Canada) Ltd., Toronto 6, 
1954. 


After 25 years, a convenient point has been reached at 
which the youngest of the British Royal Colleges, the 
Royal College of Obstetrics and Gynzecology, can take 
stock of its achievements and record the steps by which 
they have been attained. Its faithful past secretary and 
president, Sir William Fletcher Shaw, has prepared for 
its Silver Jubilee an account of the early struggles and 
later accomplishments of the College. He notes with 
pride that whereas the Royal College of Physicians is of 
London, and that of the Surgeons is of England, his own 
college embraced from the start the whole British Com- 
monwealth, with whose members it has throughout main- 
tained strong ties. 

The Royal College of Obstetricians and Gynecologists 
was founded: (1) to form a portal through which must 
pass all who wished to be consultants in these subjects; 
(2) to prevent the divorce of obstetrics from gynecology; 
(3) to bind teachers of the two subjects together, so that 
they could demand adequate facilities for the teaching 
mf examination of students; (4) to speak as the repre- 
sentative body of all obstetricians. 

Starting from a position in which it encountered scorn, 
misunderstanding and bitter opposition from the older 
Colleges, the new organization has gradually reached a 
place at which it may be said to have achieved in. fair 
measure all four original aims. The immense debt which 
the College owes to its first president, the late Professor 
Blair Bell .of Liverpool, is clear, and this book shows 
once again what one determined man can achieve by 
bending all his energies to a single purpose. 


EXPERT COMMITTEE ON 
ENVIRONMENTAL SANITATION 


Third Report. 25 pp. 1/9d. $0.25. World Health 
— Palais Des Nations, Geneva, April 


At its third session in 1953, the WHO Expert Committee 
on Environmental Sanitation confined its discussions to 
rural sanitation, with particular reference to problems of 
underdeveloped areas. In such areas, it considered that 
environmental sanitation programmes must be integrated 
with general community development, particularly in 
agriculture. The Committee considered the basic steps 
towards provision of a safe environment to be: (a) 
provision of adequate supplies of safe drinking water; 
(b) provision for safe disposal of human excreta; (c) 
control of insect and animal vectors of disease where 
these are of significant importance. The need for health 
education and the value of self-help in local programmes 
are stressed. 







SEX MANUAL 


FOR THOSE MARRIED OR ABOUT TO BE 


Seventh Edition, Revised. A medical best seller. Fifteen printings, 

575,000 copies. 

By G. Lombard Kelly, B.A., B.S. Med., M.D. 

Ethically distributed. Sold only to physicians, medical students, 
nurses, pharmacies, medical bookstores or on physician's prescription. 
This s strictly adhered to. 

ome of the 25 chapters cover sexual lubricants, use of condom, 
first intercourse, frequency, positions, clitoris contact, orgasm 
delay. by local anesthesia, impotence, climacteric, birth control, etc. 

Catholic Edition, omitting birth control information, same price 
scale. Mixed orders, same price scale. 

Paper cover, 92 pp. (35,000 words), 12 cuts. Single copies, $1.00; 
2 to 9 copies, 75c ea.; 10 to 24 copies, 70c ea.; 25 to 49 copies, 60c ea.; 
50 to 99 copies, 50c ea.; 100 or more, 45c ea. Postage free by book 
rate parcel post. Optional: for first-class add 15c per copy; for air 
mail 30c per copy, in Canada, U.S. and Mexico. 5G 
Terms: REMITTANCE WITH ORDER; NO COD's. Descriptive 
folder on request. 
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Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


Le Mecanisme Physio-Pathologique de I’Eczema. Publié sous 
la direction de J. Charpy, Professeur de clinique dermato- 
syphiligraphique 4 la Faculté de Médecine de Marseille. 288 pp. 
Illust. 1,600 fr. Masson et Cie, Paris, 6e, 1954. 


Canada's Food and Drug Laws. R. E. Curran, Legal Adviser 
to Canada’s Department of National Health and Welfare. 1138 
pp. $19.50. Commerce Clearing House, Inc., Chicago, 1953. 


Prefrontal Leucotomy and Related Operations: Anatomical 
Aspects of Success and Failure. A, Meyer, Professor of Neuro- 
pathology and E. Beck, Research Assistant, Institute of Psychi- 
atry, Department of Neuropathology, Institute of Psychiatry, 
Maudsley Hospital, University of London. 60 pp. Illust. $2.00. 
Published for The William Ramsay Henderson Trust by Oliver 
one Zee London; Clarke, Irwin & Company Limited, Toronto 


Expert Committee on Venereal Infections and Treponematoses. 
Subcommittee on Serology and Laboratory Aspects. Third 
Report. 50 pp. $0.50. World Health Organization, Geneva, 1954. 


_ Fluid Balance in’ Surgical Practice. L. P. Le Quesne, As- 
sistant Director, Department of Surgical Studies, Middlesex 
Hospital. 130 pp. Illust. $3.50. The Year Book Publishers, Inc., 
Chicago, 1954. 


Laboratory Techniques in Rabies. World Health Organization: 
Monograph Series No. 23. Various authors. 150 pp. Illust. $3.00. 
World Health Organization, Geneva, 1954. 


Cirrhose und Narbenleber: Entstehung, Klinik Und Therapie. 
H. Kalk, Leitender Arzt der Medizinischen Klinik im Stadt- 
krankenhaus Kassel. 141 pp. Illust. DM 23.00. Ferdinand Enke 
Verlag, Stuttgart, 1954. 


Heart. A Physiologic and Clinical Study of Cardio-vascular 
Diseases, A. A. Luisada, Associate Professor of Medicine and 
Director, Division of Cardiology at the Chicago Medical School, 
under a Teaching Grant of the National Heart Institute, U.S. 
Public Service, 680 pp. Illust. 2nd ed. $15.00. The Williams & 
Wilkins Co., Baltimore; Burns & MacEachern, Toronto 2, 1954. 


Modern Occupational Medicine. Edited by A. J. Fleming, As- 
sistant Medical Director, and C. A. D’Alonzo, Special Assistant, 
Medical Division, E, I. du Pont de Nemours & Company. Asso- 
ciate Editor J. A. Zapp, Director, Haskell Laboratory for Toxi- 
cology and Industrial Medicine, E. I. du Pont de Nemours & 
Company. 414 pp. Illust. $10.00. Lea & Febiger, Philadelphia; 
The Macmillan Company of Canada Limited, Toronto 2, 1954. 


Introduction to Medicine for Dental Students. R. W. M. 
Strain, Lecturer in Medicine for Dental Students in the Queen’s 
University of Belfast; Senior Physician, Ulster Hospital for 
Children and Women. 234 pp. $2.50. John Wright & Sons Ltd., 
oa The Macmillan Company of Canada Limited, Toronto 2, 


George and John Armstrong of Castleton. Two Eighteenth- 
century Medical Pioneers. W. J. Maloney. 116 pp. Illust. $3.00. 
E. & S. Livingstone Ltd., Edinburgh and London; The Macmillan 
Company of Canada Limited, Toronto 2, 1954. 


Porphyrins. Their Biological and Chemical Importance, A. 
Vannotti, University Professor and Director of the Universit 
Medical Polyclinic, Lausanne. 258 pp. [Illust. 50/-. Hilger 
Watts, Ltd., Hilger Division, London, N.W.1., 1954. 


Congenital Syphilis. D. Nabarro, Consulting Pathologist, for- 
merly irector of the Pathological Department and Medical 
Officer in charge of the Venereal Diseases Clinic (1917-1939) at 
the Hospital for Sick Children, Great Ormond Street, London. 
470 pp. Ilust. $8.50. Edward Arnold (Publishers) ._Ltd., London; 
The Macmillan Company of Canada Limited, Toronto 2, 1954. 


The Foundations of Surgery. G. Perkins. Professor of Surgery, 
London University. Orthopezedic Surgeon, St. Thomas’s Hospital. 
236 pp. $1.70. E, & S. Livingstone Ltd., Edinburgh and London; 
The Macmillan Company of Canada Ltd., Toronto 2, 1954. 


Demonstrations of Operative Surgery. A Manual for General 
Practitioners, Medical Students and Nurses. H. Bailey, Emeritus 
Surgeon, Royal Northern Hospital, and Consulting General Sur- 
geon, Metropolitan Ear, Nose and Throat Hospital. London. 387 
pp. Illust. 2nd Ed. $4.10. E. & S. Livingstone Ltd., Edinburgh 
Hg? ae The Macmillan Company of Canada Ltd., Toronto 


Proceedings of the First World Conference on Medical Educa- 
tion. London 1953 Held under the Auspices of the World Medical 
Association, 804 pp. 60/-. Geoffrey Cumberlege: Oxford Uni- 
versity Press, Londen, New York, Toronto, 1954. 


Bioloay cf Anopheles Gambiae. Research in French West 
Africa. M. H. Holstein, : Maitre de Recherches de |!’Office de la 
Recherche Scientifique Outre-Mer, Paris. 172 pp. Illust. $2.00. 
Fegnoarene Series No. 9, World Health Organization, Geneva, 


Seroloaical Approaches to Studies of Protein Structure and 
Mebabolism. Edited by W. H. Cole. 97 pp. Illust. $2.00. Rutgers 


University Press, New Brunswick, New Jersey, 1954. 


Connective Tissue in Health and Disease, Edited by G. 
Asboe-Hansen, Connective Tissue Research Laboratory Univer- 
sity Institute of Medical Anatomy. Copenhagen. 321 pp. Illust. 
ian Ejnar Munksgaard, Publisher, Copenhagen, D«nmark, 





Antisera, Toxoids, Vaccines 
And Tuberculins In 


PROPHYLAXIS AND TREATMENT 


By H. J. Parish, M.D., F.R.C.P.E., D.P.H., Clinical 
Research Director, Wellcome Foundation Ltd. 


Revised Third Edition. October, 1954. 240 pages, 
49 illustrations. $3.60. 


Here is a critical appraisal of the prophylactic and thera- 
peutic uses of bacterial products in infective diseases. 


MODERN OCCUPATIONAL 
MEDICINE 


By A. J. Fleming, M.Sc., M.D., Assistant Medical Director, 
and C. A. D’Alonzo, M.D., F.A.C.P., Special Assistant, 
Medical Division, E. I. du Pont de Nemours & Company. 


414 pages, 44 illustrations. 1954. $10.00 


This new book will be of special value to every doctor in or 
about to enter industrial practice. Adequate health care 
is its central theme, and the authors cover fully such topics 
as toxicity hazards, use of protective clothing, rehabilita- 
tion of the alcoholic, inplant feeding, etc. 


THE MACMILLAN COMPANY OF CANADA LIMITED 
Toronto 2, Ontario 


70 Bond Street - 





NEW BOOKS 


SYMPOSIUM ON SEDATIVE AND 
HYPNOTIC DRUGS 


edited by L. A. CRANDALL, M.D. 
(Williams & Wilkins $3.50) 


CANCER: RACE AND GEOGRAPHY 
by Paut E. STemer, M.D. 


An attempt to shed new light on the etiology of 
human cancer by statistical methods basis on 35,293 
necropsies. (Williams & Wilkins $5.00) 


DIAGNOSIS AND TREATMENT OF 
ACUTE PHASE OF POLIOMYELITIS 
AND ITS COMPLICATIONS 


by AvsBert G. Bower, M.D. 


The first complete polio manual for every member 
of the medical team. (Williams & Wilkins $6.50) 


TIME DISTORTION IN HYPNOSIS 


by Linn F. Cooper, M.D. AND 
Mrrton H. Erickson, M.D. 


Research work and case histories demonstratin 
clinical application. (Williams & Wilkins $4.00 


HISTORY AND CONQUEST OF 
COMMUNICABLE DISEASES 


by W. R. Bett, e¢ al. 
(University of Oklahoma $5.25) 


GALEN OF PERGAMON 
by G. Sarton (University of Kansas $2.75) 


INTERN’S MANUAL 


by BERNSTEIN (Year Book $3.00) 


BURNS & MacEACHERN 
12 GRENVILLE ST., TORONTO 5 
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News: 


JOURNAL OF 
Canadian Medical Association 


Editorial offices — 3640 University St., Montreal 2 


General Secretary’s office — 244 St. George St., Toronto 5 


The Journal is supplied only to 
paid up members of the Canadian Medical Association 
with the following exceptions: for medical libraries, 
hospitals and doctors residing outside of Canada, the 
annual subscription is $10.00; for medical students 
residing in Canada there is a special rate of $2.50 per 
annum. All subscriptions and related correspondence 
should be addressed to the General Secretary’s office 
at 244 St. George Street, Toronto 5, Ontario. 

Articles are accepted on condition that 
they are contributed solely to this Journal. Material 
contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 
either in part or in whole. 

Manuscripts must be typewritten, double spaced, and 
the original copy. 

Papers should be kept below 4,000 words wherever 
possible. Whilst not necessarily a cause for rejection, 
excessive length of an article is undesirable. 
References: in the case of a journal arrange as follows: 
author (Jongs, A. B.), title, journal, volume, page, year. 
In the case of a book: WILSON, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 

A limited number will be accepted. 
Photographs should be clear: drawings should be in 
india ink on white paper. All unmounted. Legends 
to be typed separately. 

May be ordered upon forms sent with galley 
proofs. 


The Editor will be glad to consider any items 
of news that may be sent in by readers. 





The Ropal College of Physicians 


and Surgeons of Canada 


ANNOUNCEMENT OF EXAMINATIONS 





Examinations are held for the Fellowship in 
Medicine and the Fellowship in Surgery, and for 
the Certificate in the approved medical and surgical 
specialties. 


Applications for the 1955 Examinations will be 
receivea until April 30, 1955. 


Regulations and Requirements of Graduate Train- 
ing relating to the Examinations, as revised May 
1951, application forms, lists of approved hospitals 
in Canada, and assessment of training application 
forms, may be obtained from: 


The Honorary Secretary 


The Royal College of Physicians and Surgeons of Canada 


150 Metcalfe Street, Ottawa, Canada. 
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CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian Medical Association Journal, 
176 St. George Street, Toronto 5, Ontario. 

Rates: $3.00 for each insertion of 40 words or less, 
additional words 5c each. 

If a box number is requested, there will be an 
additional charge of 50c on the first advertisement 
to cover postage and handling charges. 





NOTICE.—FELLOWSHIP IN CLINICAL INVESTIGATION. 
Applications are invited before December 1, 1954, for the Fellow- 
ship in Clinical Investigation. Tenure 12 months from July 1, 
1955. Value $3,000. No board or residence. Applicants should have 
at least two years’ postgraduate training or internship. Preference 
given to those having training in pathology or clinical sciences. 
Address: Secretary, Medical Board, Vancouver General Hospital, 
Vancouver 9, B.C. 


NOTICE.—Available July 1, 1955: Approved internships 
(rotating) and residencies in medicine and obstetrics-gynzx- 
cology ; surgical residencies approved for training in preparation 
of surgical specialties; 224 bed general hospital, modern, well 
equipped ; full-time radiologist, pathologist and anesthesiologist ; 
active intern and resident training programme; house staff 
allowed full range under proper medical supervision; full main- 
tenance and uniforms; monthly stipend—interns $200, assistant 
residents $250, residents $300. Class A. medical school graduates 
only. The Lawrence and Memorial Associated Hospitals, New 
London, Connecticut. William J. Murray, Jr., M.D., Chairman, 
Committee on Residents and Interns. 


FOR RENT.—DOCTORS’ OFFICES. A limited number of 
modern luxurious offices specially designed for medical consult- 
ing rooms still available. Ideally located opposite the new Mon- 
treal General Hospital on Pine Avenue. SINGLE OFFICES AND 
SUITES from $110.00 per month. Parking facilities, light, heat 
and power. Reception area provided. Leases to suit tenant. 
Ready for occupancy May 1, 1955. Apply A.B.C. Construction, 
1410 Stanley Street, Montreal, P.Q. Telephone Harbour 7777. 


FOR RENT.—Residence and office occupied by a doctor for 
over sixty years—centrally located in fast growing community. 
Within five miles of three city hospitals. Owner willing to give 
_ year lease, Apply, Grafton Realty Company Limited, Dundas, 

ntario. 








FOR RENT.—Five room suites available in modern new 
building in growing east end of Hamilton, Ont. Suitable for 
medical or dental. Reply to Box 146, Canadian Medical: Associa- 
tion Journal, 176 St. George Street, Toronto 5, Ont. 








FOR SALE.—Ceneral practice in growing Alberta town draw- 
ing from farming district and nearby lumbering industry. A 
25-bed modern hospital serves this community. 6-room well- 
equipped office. Annual income $25,000. Owner, who wishes to 
specialize, will help buyer establish. Terms can be arranged. 
Apply to Box 774, Canadian Medical Association Journal, 176 
St. George Street, Toronto 5, Ont. 





FOR SALE.—General practice, including surgery. Adequate 


‘two physicians. Rapidly developing urban Niagara district. 


Annual gross thirty, could be tripled. Seven-room office suite. 
Several hospitals. Excellent highways. Boating, fishing, seven 
golf courses. Exceptional opportunity. Owner retiring after intro- 
duction. Individual patient files. Large residence. Thirty thousand 
cash, remainder mortgage. Possession when desired. Apply to 
Box 949, Canadian Medical Association Journal, 176 St. George 
Street, Toronto 5, Ont. 





FOR SALE.—Ophthalmological practice in West. Established 
20 years. Excellent opportunity for good immediate income. Pay 
as you earn. Reply to Box 136, Canadian Medical Association 
Journal, 176 St. George Street, Toronto 5, Ont. 





FOR SALE.— Unopposed rural Saskatchewan practice in 
Anglo-Saxon town with large outlying district. 15-bed union 
hospital. No contracts. All fee for service. $15,000: half cash, 
balance on easy terms, interest free. Includes fully modern home 
plus furniture and car. Available June 1, 1955. Write to Box 
159, Canadian Medical Association Journal, 176 St. George Street, 
Toronto 5, Ont. 





FOR SALE.—HEstablished practice with a completely equipped 
modern office. This is an excellent opportunity for an F.R.C.S. 
to do surgery and general practice in a suburban area. Protestant 
only apply. Box 169, Canadian Medical Association Journal, 176 
St. George Street, Toronto 5, Ont. 





FOR SALE.—Large general practice and home (modern) 
southern Saskatchewan. Rented office best location in town. 
Town has full modern facilities. Large modern hospital. 1953 in- 
come $19,000. Reasonable terms or cash as desired. Write Box 
173, Canadian Medical Association Journal, 176 St. George Street, 
Toronto 5, Ont, 


POSITION VACANT.—Wanted, an assistant for active diag- 
nostic and therapeutic radiological practice in Port Arthur, 
Ontario. Applicants to have certification with Royal College of 
Physicians and Surgeons of Canada as specialist in diagnostic 
radiology and should be fully qualified to practice in the Province 
of Ontario. Address enquiries to: W. A. Hargan, M.D., General 
Hospital, Port Arthur, Ontario. 


POSITION VACANT.—JUNIOR ROTATING INTERNSHIPS 
available July 1, 1955, in 500-bed approved hospital. Salary, 
$100.00 monthly with free board, accommodation, uniforms and 
laundry. Half rail fare to Victoria (maximum, $100.00) refunded 
after year’s service. Apply Medical Superintendent, St. Joseph’s 
Hospital, Victoria, B.C. 








(Continued on page 36) 
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IN ARTHRITIS 


and allied disorders 


BUTAZOLIDIN 


(brand of phenylbutazone) 


has the broadest field of usefulness 


Of all the-antiarthritic agents now available, new, 
synthetic, non-hormonal BUTAZOLIDIN probably has the 

: greatest field of usefulness to physicians. Authoritative 
reports in the Journal of the American Medical Association 
and elsewhere have listed the various arthritic 
and other painful musculoskeletal conditions in which 

BUTAZOLIDIN is effective. 

Characteristically, BUTAZOLIDIN: 
¢ Relieves pain in approximately 3 of every 4 cases. 


¢ Produces functional improvement by reducing swelling 
and spasm and increasing mobility. 


* Does not lose effectiveness on continued use. 


BUTAZOLIDIN is prescribed for acute gouty arthritis, 
rheumatoid arthritis, osteoarthritis, rheumatoid spondylitis, 
psoriatic arthritis, and for the more serious forms 

of periarticular disorders which have failed to respond 

to routine measures. 


In order to ensure optimal results with minimal risk 
of side reactions, physicians are urged to consult the 
detailed literature on BUTAZOLIDIN available on request. 


ButTazoLipIn (brand of phenylbutazone): Sugar-coated tablets 
100 mg., bottles of 100, 250 and 1000. 


GEIGY PHARMACEUTICALS, Division of Geigy (Canada) Limited Gaiyy 


286 St. Paul Street W. 
Montreal 1, Quebec 
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| 
Readily Digestible 


MILK 
MODIFIERS 


for 


INFANT FEEDIN 








Crown Brand and Lily White Corn Syrups are 
well known to the medical profession as a 
thoroughly safe and satisfactory carbohydrate 
for use as a milk modifier in the bottle feeding 
of infants. 

These pure corn syrups can be readily digested 
and do not irritate the delicate intestinal tract 
of the infant. 

Either may be used as an adjunct to any milk 
formule. 

Crown Brand and Lily White Corn Syrups are 
produced under the most exacting hygienic con- 
ditions by the oldest and most experienced 
refiners of corn syrups in Canada, an assurance 
of their absolute purity. 


“CROWN BRAND” and 


“LILY WHITE” 
CORN SYRUPS 


Manufactured by 
THE CANADA STARCH COMPANY Limited 
Montreal and Toronto 


For Dectors Only 


A convenient pocket calculator, with varied infant feeding 
formule employing these two famous corn syrups... a 
scientific treatise in book form for infant ienling ... and 
infant formula pads, are available on request, also an inter- 
esting booklet on prenatal care. Kindly clip the coupon 


and this material will be mailed to you immediately. 








THE CANADA STARCH CO. Limited 
Montreal 








Please send me 
(] FEEDING CALCULATOR. 


|] Book ‘“‘CORN SYRUPS FOR INFANT FEEDING.” 
[] INFANT FORMULA PADS. 
] Beok “‘DEXTROSOL.”’ 
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December 1924 


GENERAL }'Ews 


“At a meeting held in Ottawa in April last, the Association 
of Officers of the Medical Service of Canada, which had lain 
dormant since the commencement of the Great War, was re- 
organized. Steps are now being taken to perfect the organiza- 
tion and to arrange for the next meeting, which will be held 
in Ottawa, probably in April, 1925. 

“Recently communications have been issued to all militia 
districts encouraging enrolment of all medical officers in the 
Association. In order that the Association may function properly 
and be of benefit to medical officers throughout the country, 
it is desirous that as many members be secured as possible. 
The meetings of the Association before the war were excep- 
tionally interesting and well attended, and were also most 
instructive to officers of the medical service.” 


Nova Scotia NEws 


“The Osler Medical History Club of Halifax held the first 
meeting of the session at the residence of Dr. John. Stewart, 
on October 25. Dean Stewart gave an intensely interesting 
account of students’ days and ways in the seventies of the last 
century, and spoke in glowing terms of the worthies, including 
his old master, Lister, who constituted the teaching faculty at 
the time. His lecture was illustrated with many photographs 
and other relics of his student days.” 





ONTARIO NEWS 


“The annual meeting of District Number Two of the 
Ontario Medical Association, comprising the counties of Huron, 
Perth, Waterloo, Wellington, Oxford, Brant and Norfolk was 
held on September 24, in the club house of the Riverside Golf 
and Country Club, Galt. Every society was represented and 
more than eighty members of the Association were present. 
The meeting was opened by an address by Dr. L. J. Austin, of 
Queen’s University, Kingston, on “Emergencies in a Surgical 
Practice,’ in which he dealt particularly with fractures. Dr. 
George S. Young, of Toronto, as President of our Association, 
spoke on the activities of the Association, convincing all present 
of the many advantages obtained by becoming a member of 
the organization. Dr. D. Sclater Lewis, of McGill University, 
Montreal, read an excellent paper on ‘Cardiac Therapy. Dr. 
T. C. Routley gave the members present an address on what 
the pioneer work of the Ontario Medical Association has done 
to to assist in organization work in other parts of Canada. 
Dr. Austin closed the meeting with an address on “The Surgery 
of the Sixteenth Century,’ with lantern slides.” 


British CoLumMBIA NEws 


“The annual dinner of the Vancouver Medical Association 
was held on November 7, at the Ambassador Café, Vancouver. 
This dinner is one of the outstanding events of the medical 
ter in Vancouver, and is one of the important factors in the 

igh standard of good fellowship and friendliness which obtains 
amongst the members of the profession in Vancouver. A pro- 
gramme of entertainment is provided, unique in such gather- 
ings, and the orchestra of the Association, composed entirely 
of medical men, provides the music. The whole programme, 
music, entertainment, etc., is carried out entirely by members 
of the profession, no laymen are present, even as musicians. 
This allows for very much greater freedom of expression and 
relaxation of ‘the professional manner.’ ” 


“The Association is to be congratulated on its choice of 
Chairman for its ‘Publicity and Educational Committee.’ Dr. 
Wallace Wilson is an nea worker, and with his com- 
mittee, is tackling a formidable public health programme for 
the winter months. A great amount of valuable literature from 
various sources has been received, and will be wisely and 
widely distributed so as to secure the best results. The Province 
newspaper has agreed to accept all the health articles we can 
furnish, and it is probable that ‘Health’ talks will be broad- 
casted over the radio.” 
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FOR TREATMENT 
AND MAINTENANCE 
IN ANEMIA PATIENTS 


PERIHEMIN, master builder of red cells and hemo- 
globin, contains al/ the known hemopoietic essentials 
indicated for the majority of your anemic patients. 


The intrinsic factor, in purified, concentrated form, 
enhances absorption of Vitamin B,,, thus promot- 
ing rapid hematological improvement. 

CapsuLEs: Bottles of 100 and 1,000 

JR Capsutes for children: Bottles of 100 and 1,000 


NOW CONTAINS PURIFIED INTRINSIC FACTOR CONCENTRATE 


IRON @ Bi» e Ce FOLIC ACIDe STOMACH e LIVER FRACTION PURIFIED INTRINSIC FACTOR CONCENTRATE 
P LEDERLE 












LEDERLE LABORATORIES DIVISION 
NORTH AMERICAN Cyanamid LIMITED 


5550 ROYALMOUNT AVENUE 
TOWN OF MOUNT ROYAL, MONTREAL, QUEBEC 
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NEWS AND NOTES 
(Continued from page 643) 
B.M.A. PRIZE COMPETITION 


The Council of the British Medical Association is pre- 
pared to consider an award of the KATHERINE 
BISHOP HARMAN PRIZE, value £75, in 1955. 

The purpose of the Prize is the encouragement of study 
and research directed to the diminution and avoidance ot 
the risks to health and life that are apt to arise in preg- 
nancy and child-bearing. It will be awarded for the best 
essay submitted in open competition, competitors being 
left free to select the work they wish to present, provided 
this falls within the scope of the Prize. Any registered 
medical practitioner in the British Commonwealth and 
Empire is eligible to compete. Each essay must be type- 
written or printed in English and accompanied by a de- 
tachable slip bearing the candidate’s name. An entry 
form can be obtained from the Secretary, British Medical 
Association House, Tavistock Square, London, W.C. 1, 
who should receive essays not later than December 31, 


1954. 


INVITATION TO OPHTHALMOLOGISTS 


A cordial invitation has been received from the 
American College of Surgeons for all members of the 
Section of Ophthalmology of the Canadian Medical Asso- 
ciation to attend a Sectional Meeting of the College 
at Cleveland, Ohio, Feb. 21-24, 1955. Clinics in ophthal- 
mology and oto-laryngology will be held at the various 
Cleveland Hospitals, as well as didactic programmes. 
Hotel accommodation is in the charge of Mr. E. C. 
Bacon, Hotel Cleveland, Cleveland, Ohio. 


MENTAL DEFECTIVES AS EMPLOYEES 


Progress made in placing disabled or handicapped per- 
sons in productive employment has been one of the most 
valuable medico-social advances in the twentieth century. 
That this concept of successful placement is applicable 
to mental defectives has been demonstrated by a scheme 
for males developed at Darenth Park Hospital, Dart- 
ford, Kent, just after the war. 


Three types of patients are trained for outside em- | 


ployment—high and low grade mental defectives and 
high grade imbeciles; only those who are not anti-social 
are offered to outside employers. They are first placed 
in an occupational therapy centre where they are given 
light work. The aim here is to restore their sense of social 
values, give them a sense of responsibility, develop their 
manual dexterity, and assess the kind of employment 
suitable for them. They are.then placed in small con- 
cerns such as garages, foundries and building firms. At 
first they are on a trial basis and are placed by the 
hospital’s welfare officer, who also visits them frequently. 
The scheme has shown that employers have found mental 
patients to be extremely good workers. Moreover, high 
and medium defectives have proven themselves capable 
of performing work requiring considerable skill. 

The author indicates ways in which employers and 


personnel officers can assist these employee patients. - 


They should consult the hospital concerning the potential 
capacity of the entrant which will vary according to 
the individual from semi-skilled work without much 
supervision to labouring work, such as sweeping or wash- 
ing up in the canteen, with a fair amount of super- 
vision. Close liaison with the hospital’s officer is im- 
portant as difficulties are best dealt with by someone 
with understanding of mental patients. By an under- 
standing of the personality and characteristic traits of 
these persons the employer is in a position to promote 
consideration for them among their associates. The per- 
sonnel officer can assist very effectively by ensuring that 
these employees take regular meals and by assisting them 
in money matters. 

At the present time the demand for patients by local 
industry is higher than Darenth Park Hospital can meet. 
This testifies to the success of the scheme.—A. Glasier, 
Indust. Welfare and Personnel Management, 35: 183, 
1953. 


(Continued on page 72 of the advertising section) 
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BLUEBLOOD IN ITS FIELD 


Audivox, successor to Western Electric 
Hearing Aid Division, brings the boon of 
better hearing to thousands. 


These are the Audivox Hearing Aid Dealers 
who serve you in Canada. Audivox dealers 
are chosen for their competence and their 
interest in your patients’ hearing problems. 


BRITISH COLUMBIA 


VANCOUVER—Audivox of Canada, Suite 605, 
<augnerer Block, 736 Granville St. Tel: Pacific 


NEW WESTMINSTER—James M. Malcolm Hear- 
ing Service, 624 Columbia Street, Tel: N.W. 4826. 


VICTORIA—James M. Malcolm Hearing Service, 
408 Scollard Building. Tel: E-8034. 


ALBERTA 


CALGARY—Foster Hearing Centre, 813 First 
Street West. Tel: 6-2180. 


MANITOBA 


WINNIPEG—William W. Knettle, 638 Somerset 
Building. Tel: 93-1759. 


NEW BRUNSWICK 
SAINT JOHN—Mr. R. M. Black, 41 Edith Ave., 


St. John, N.B 

ONTARIO 
LONDON—W. S. Hammond, 5 Ardaven Place, 
Box 451. Tel: 3-5907. 


BRANTFORD—Dymond Drugs Limited, 89 Dal- 
housie Street. Tel: 29-6557. 


HAMILTON—Hamilton Hearing Aid Service, 
909 King East. Tel: Liberty 4-19218. 


OTTAWA—L. Lachance, 113 Clarence Street. 
Tel: 2-5309. 


TORONTO—'Institute for Better Hearing, 86 Bloor 
Street West. Tel: WA. 3-7629. 


KITCHENER—E. J. Thede Hearing Aid Service, 
88 Queen Street South. Tel: 6-6060. 


QUEBEC 


MONTREAL—Peck Distributor Company, 1467 
Mansfield Street. Tel: LA. 0594. 


QUEBEC—Rod Jolin, 235 Boulevard Charest. 
Tel: 4-2174. 


ST. JEAN—Maurice Jacques, Enrg., 149 Richelieu 
Street. Tel: 4275 and 2609. 


SASKATCHEWAN 


SASKATOON—The Sanda Laboratory, Heintz- 
ae Pee 154 Second Avenue, South. Tel: 


REGINA—Regina Hearing Aid Centre, 820 
Broder Building. Tel: 7800. 


aud iIvVOx 


TRADE -MARK 


- add FS 


hestern Electric 


HEARING AID DIVISION 
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Only a long and distinguished ancestry of 
champions can produce a feline blueblood. 


° : : Th ™ ; a New Audivox 
Only audivox in the hearing aid field can trace an an- ediondies 760 


cestry that includes both Western Electric and Bell Tele- ... Variety of 
phone Laboratories. audivox lineage springs from f..."5 accessories 
the pioneer experiments of Dr. Alexander Graham Beil, : available 
which were furthered by the development of the hearing . al  Aleaundes 

aid at Bell Telephone Laboratories, and in turn, brought } Graham 

to fruition by Western Electric and audivox engineers. aoe gO CBell 


Distinctly a blueblood in its field, audivox , successor to 
Western Electric Hearing Aid Division, brings the boon 
of better hearing, and its enrichment of living, to thou- 
sands. With the magical modern transistor, with scientific 
hearing measurement and scientific instrument-fitting, 
serviced by a nationwide network of professionally- 
skilled dealers, audivox moves forward today in a 
proud tradition. 


TO THE DOCTOR: If you use or need an audiometer 123 Worcester St., Boston, Mass. 
there is in every major city from coast to coast 
a career Audivox dealer, chosen for his integrity 
and ability, who will be glad to show you why 
an Audivox audiometer will serve you best. the blueblood of audiometers 


Distributed in Canada by Audivox of Canada 
Suite 605, Vancouver Block, Vancouver, B.C. 
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TER TCO Bs OT 
Jow-sodium diet 


in congestive heart failure 
hypertension + obesity 


toxemias of pregnancy 


Taste CO-SALT and know why this different salt 
substitute so truly satisfies the cravings of your 
low-sodium diet patients for the flavor of salt. 


CO-SALT so closely looks like, sprinkles like and 
tastes like salt... there is... 

1. no “cheating” on the prescribed diet 

2. patients enjoy their food again 

3. patients are better nourished 


Sodium-free, lithium-free, never bitter or metallic 
in taste. Will not deplete the system of phosphorus 
or other minerals. The only salt substitute that con- 


tains choline. For use at table or in cooking. 
INGREDIENTS: choline, potassium chloride, ammonium 
chloride and tri-calcium phosphate. 


available: 2 oz. shaker top package 
8 oz. economy package 


Accepted for advertising in the i, 
Journal of the American Medical Association. 


professional samples upon request. 


u. s. Vitamin corporation. of canada, Itd. 
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NEWS AND NOTES 
(Continued from page 70 of the advertising section) 


OPINIONS ON FLUORIDATION 


In view of the importance of examining all possible 
methods of lowering the incidence of dental caries in 
the population, the Health League of Canada set up a 
Fluoridation Committee which forwarded a questionnaire 
to the heads of every University Preventive Medicine 
Department in Canada and the United States. After 
examination of the replies to the questionnaire, the 
Health League adopted a resolution on June 15, 1954, 
endorsing the principle of fluoridation. 

A digest of the information obtained is now available 
as a mimeographed document put out at the request of 
the Canadian Federation of Mayors and Municipalities. 
This document should prove of great help to those re- 
a for the welfare of their fellow citizens, for it 
shows reasonably conclusively that the vast body of 
medical and dental opinion on this continent is strongly 
in favour of fluoridation of public water supplies. Of the 
79 Departments of Preventive Medicine, 72 expressed 
themselves more or less emphatically in favour of fluori- 
dation; six claimed that they were not completely 
familiar with the subject; one expressed a desire for 
caution and further study, but was not opposed to the 
measure. No professor of preventive medicine raised 
any objection on grourids of danger to the human 
organism. 

The document also lists one or two publications suit- 
able for study by municipal groups concerned in this 
matter. It may be obtained from the Health League of 
Canada, 111 Avenue Road, Toronto, Ont. 


BRITISH JOURNAL OF HAEMATOLOGY 


Blackwell Scientific Publications, Oxford, plan to start 
a new quarterly, the British Journal of Hematology, at 
the new year. The editor will be Dr. J. V. Dacie, with 
an editorial board consisting of Dr. Sheila Callender, Dr. 
D. A. G. Galton, Dr. R. G. MacFarlane, Dr. P. L. Molli- 
son, Dr. A. E. Mourant, Dr. R. R. Race, F.R.S., and 
Dr. R. Bodley Scott. An advisory board has also been 
appointed. In launching the new journal, the publishers 
point out that at present there is no British journal ex- 
clusively devoted to the subject of hematology. The 
British Journal of Hzmatology will publish papers on 
all aspects on hematology. Each issue will be about 96 
pages, printed on art paper. The annual subscription is 
£2.10s. (post free); single copies 15s. each. 


LEUKAEMIA PRIZE 


The Robert Roesler de Villiers Foundation announced 
in October its third contest for a prize in connection 
with publications on leukzemia. The competition is world- 
wide and open to the authors of scientific apers pub- 
lished or accepted for publication by “reputable * journals 
between October 20, 1952 and October 20, 1955. The 
value of the prize is from $1,000 to $5,000, depending 
on the merit of the winning paper. Detailed information 
may be obtained from the Foundation at 1172 Park 
Avenue, New York 28, N.Y. Adjudicators in the contest 
are: Dr. Albert Adler, Zurich, Switzerland; Dr. William 
B. Castle, Harvard University; Dr. Jan Waldenstroem, 
University of Lund, Sweden, and Dr. Maxwell M. 
Wintrobe, University of Utah, Salt Lake City. 


TRUDEAU SANATORIUM CLOSING 


A milestone in the fight against tuberculosis is the 
closure of the section of the Trudeau Sanatorium, N.Y., 
which has cared for patients. This closure is announced 
for December 1, 1954. The Trudeau-Saranac Institute, 
which has operated the sanatorium, will continue and 
indeed expand its research activities in chest diseases, 
particularly tuberculosis and the pneumoconioses. The 
Trudeau Sanatorium was founded 50 years ago by Dr. 
E. L. Trudeau, who himself was a tuberculous patient. 


-~bt_- min - 





; r 
4 
‘ 
7 
i o 
4 " 
7 
F 
f 
wr ‘ 
« a 
, 
J 
’ , a 
og . 
Fe ; 
; 
r 
, 
st ‘ 
, 
‘ 
ane 
‘ 
s a 
w 
2 
. 
Q 
4 





ie 






